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boost their spirits... relieve their allergic symptoms 


So often the allergic patient is 
tired, irritable, depressed—mentally 
and physically debilitated. Frequent- 
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are sedative, adding to this already 
fatigued and disconsolate state. 


Plimasin, because it combines a 
proved antihistamine with a new, 
mild psychomotor stimulant, over- 
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EDITORIAL 


P-esent-Day Management of Colles’ Fracture 


Maintenance of the reduction presents the 
greatest difficulty; these procedures produce the 
most satisfactory functional end-results 


JAMES M. NORTHINGTON, M.D., Editor 


Most G.P.s in practice for 30 years 
or more have treated this common 
fracture. A great many of these, and 
a good many G.P.s more recently 
graduated, treat this fracture today; 
despite the great difficulty of getting 
a perfect functional and anatomical 
result, even by the most expert of 
surgeons, and despite the increasing 
| habit of bringing suit whenever an 
x-ray picture shows any deviation 
from whatever the person who sus- 
tained the fracture, or his lawyer, 
assumes to be “the normal.” 

These courageous G.P.s will find 
much to comfort, and perhaps to aid 
them when they are haled into 
court, in what authorities' on the 


|. Ford, Jr., L. T., lowa M. Soc., 45:324-327, 1955. 


subject of fractures have to say. 

A severe Colles’ fracture is easy 
to diagnose and not very difficult 
to reduce, but the reduction is more 
difficult than any other to maintain, 
and it is almost impossible to re- 
store the wrist to normal function 
and anatomy. 


In 1951 a report was made on a 
series of 60 cases of Colles’ fracture 
with an average of 1% years of fol- 
low-up treated by closed reduction 
and application of a _ sugar-tong 
plaster splint. They were immobil- 
ized in the Cotton-Loder position of 
volar flexation with ulnar deviation 
for a 2-week period, and then were 
changed, the wrist being placed in 
the neutral position. The average 
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period of immobilization was 6 
weeks. Although volar tilt in the 
radius was frequently restored by 
the initial manipulation, it had been 
lost by the time the cast was re- 
moved; and the radial tilt which 
also, in many instances, had been 
restored by the manipulation, was 
also lost. In the analysis of final re- 
sults, 60% of the follow-up x-ray 
films looked like the ones that had 
been taken when the patients were 
first seen and before the fractures 
were reduced, as for deformity of 
the distal radius; 68% of their pa- 
tients were considered to have sat- 
isfactory functional end-results. 

The efficiency of treatment is 
based upon ability to reduce the 
fracture, and to maintain reduction 
in a cast that is just tight enough 
to serve its purpose, but not so 
tight as to impair circulation. The 
earlier the fracture can be reduced 
and the better the reduction, the 
more comfortable the patient will 
be, and the less likely the develop- 
ment of complications. When feas- 
ible, radiographs should be taken 
of the fracture before treatment is 
instituted. 


IMMOBILIZATION 


A mild Colles’ fracture that does 
not require reduction should be im- 
mobilized in a cast extending from 
just below the elbow to the hand, 
and the plaster should be cut back 
at the hand so that maximal flexion 
of the fingers can be obtained. Cir- 
culation is checked carefully for sev- 
eral days, and the cast is bivalved 
if necessary. A sling is used for a 
week or so, and the patient is en- 
couraged to use and exercise his 
fingers actively. 

Those fractures which require 
closed reduction can be reduced un- 
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der either local or general ane:the- 
sia. If seen within the first 12 hours, 
the majority of Colles’ fractures in 
adults can be treated in the oifice. 


MANIPULATION 




















One can reduce the fracture by 
direct manipulation with the fingers, 
first breaking up the impaction so 
that the distal fragment is com- 
pletely free, then manipulated into a 
position of volar flexion, ulnar dev ia- 
tion and pronation of the wrist. If 
the fracture is not severely ccm- 
minuted, the cast may extend from 
below the elbow over the wrist and 



























































hand. If badly comminuted and un- ? 
stable, it may be wise to extend the a 
cast above the elbow to prevent rota- f 
tion of the forearm into supination. t 

The full Cotton-Loder position is : 





uncomfortable in many cases as sat- 
isfactory results follow fixing the 
wrist in ulnar deviation, with slight 
to moderate volar flexion, and the 
forearm in mid pronation-supina- 
tion. 

A sugar-tong cast does not main- 
tain the reduction so well as does 
the circular cast, but it facilitates 
the spreading of the plaster splints 
so as to lessen the swelling and con- 
trol the circulation in the part. 

A Colles’ fracture may also be 
reduced by direct traction applied 
to the fingers to break up the im- 
paction. This followed by manipula- 
tion, and either manual or mechani- 
cal traction to maintain the reduc- 
tion while a cast or splint is applied. 

A special method of ours is: with 
the patient supine on a table or 
stretcher, using local or general 
anesthesia, the arm is abducted ana 
internally rotated at the shoulder, 
the elbow is fixed at 90°, counter- 
traction is obtained by a cloth loop 
placed over the arm at the elbow, 
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anc 15 pounds of traction is applied 
through Chinese finger traps over 
the thumb and index finger. After 5 
or 10 min. of this traction, the frac- 
ture is molded and a large circular 
slab of plaster extending % around 
the hand, wrist and forearm is ap- 
plied and held in place by a band- 
age. Traction and molding are con- 
ti.ued until the plaster is set, both 
then discontinued. On _ successive 
dzys, as swelling increases or re- 
cedes, this splint or cast may be 
spread slightly or compressed slight- 
ly and fastened with adhesive tape. 
Tne plaster is trimmed out very lib- 
erally in the palm so the patient can 
flex his fingers completely. Improved 
finger function and improved reduc- 
tions have followed use of this 
method. 

After swelling subsides, 1 or 2 
weeks, the fracture tends to slip 
in all of the closed methods of re- 
duction. If slight recurrence of dor- 
sal tilt or of radial tilt occurs, do 
no 2nd manipulation. If displace- 
ment is marked a 2nd manipulation 
may be considered. It is wise to 
watch for that and repeat x-ray 
examination 10 days following the 


Does Postoperative Penicillin 
Therapy Influence the Incidence 
of Thromboembolism? 

Authors observed at first the ef- 
fect of experimental penicillin ther- 
apy on certain criteria indicative of 
a predisposition to blood clotting. 
The findings were negative. They 
then studied the effect of postopera- 
tive penicillin therapy on the inci- 
dence of thromboembolic complica- 
tions. The series totaled 5,644 surgi- 
cal cases, in 1,778 of which postop- 
erative penicillin therapy had been 
given; 3,866 cases comprised the 
control series. In the entire control 
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reduction. 

After reduction the hand should 
be kept elevated above the elbow, 
and if there is any doubt about the 
tightness of the plaster, remove a 
1-in. segment from the volar aspect 
of the circular cast over the fore- 
arm, wrist and hand, and spread 
the cast. By this means, there is less 
likelihood of losing the reduction. 
The cast over the hand should be 
trimmed as far proximally as pos- 
sible, only the minimum amount of 
plaster being left that will maintain 
the position of the hand in ulnar 
deviation and volar flexion. As 
swelling recedes, tighten the cast or 
splint. 

Throughout the period of arm im- 
mobilization, the patient is urged to 
exercise his fingers actively and as 
much as possible. 

When an x-ray picture shows ade- 
quate bony union, the wrist can be 
freed from the plaster, in 5 to 8 
weeks usually. Afterwards instruct 
the patient in active exercises for 
his fingers and wrist, and see at 
intervals for several additional 
months, or until maximum improve- 
ment has occurred. 


series there was a total of 64 cases of 
thromboembolus (1.7%) and in the 
penicillin series 83 cases (4.1%.) 


The authors concluded that peni- 
cillin should be administered post- 
operatively only in those cases in 
which it is definitely indicated. For 
patients with a tendency to throm- 
bosis it may be well to consider sim- 
ultaneous anti-coagulation therapy. 





Einola, S., et al., Ann. Chirurg. et Gyn. Fenniae, 43, 
Sup. 5:67-76, 1954. 
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Her anxiety 

piles sleepless nights 
on worried days. 
She needs mild, 

but effective sedation 


for a sound sleep tonight, a calm day tomorrow... 


ries Nembu-Serpin 


Just one tablet at bedtime of this new 
combination of NemBuTat and Reser- 
pine will calm the worries of most 
patients with mild anxiety states. Yet, 
patients have a sense of well-being the 
next day—keep their drive and en- 
ergy. The synergistic effect of the com- 
bination produces smooth, gentle, 
prolonged sedation: NEMBUTAL acts 
quickly to induce drowsiness at bed- 
time, Reserpine sedation calms the 
patient through the following day. 


TRADE MARK 


Small dosage makes side effects rare. 
Also recommended for treatment of 
mild essential hypertension. Prescribe 
NEMBU-SERPIN to give your anxiety 
patients a sound sleep tonight, a calm 
day tomorrow. In bottles 


of 100 and 500 Filmtabs, Obbott 


Each Nemsu-Serpin Filmtab contains— 
NemBuTac® Calcium (Pentobarbital 
Calcium, Abbott), 30 mg. (1% gr.) 
and Reserpine, 0.25 mg. 


*Filmtab—Film-sealed tablets; pat. applied for. 











ORIGINAL ARTICLES 


Internal Treatment of Skin Diseases 


Although topical treatment remains the best 
single approach in skin diseases, internal treatment is 
proving more and more effective in such conditions 


KURT WIENER, M.D., 


Of all the methods of treating skin 
diseases which we have at our dis- 
posal, skillfully applied external 
treatment is still the most effective, 
the most lasting, and the least dan- 
gerous. But the last 20 years have 
brought changes which have given 
new hope that some day the injec- 
tion and the tablet will take the 
place of the ointment. 

Already in the treatment of tub- 
erculosis of the skin the relatively 
non-toxic vitamin D, (calciferol) 
largely has made obsolete the caus- 
tic salves and the Finsen treatment. 
To appreciate the full value of this 
discovery, one has to consider that, 
in countries where lupus vulgaris 
was as prevalent as it is in most 
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European countries, many hospitals 
were entirely devoted to these 
technically so difficult methods. The 
lupus patients had time and again 
to be dressed with the selectively 
caustic ointments, which was pain- 
ful and only effective if done by well 
trained personnel. The Finsen treat- 
ment with concentrated and cooled 
carbon arc light, once hailed as a 
great progress, required an hour of 
application to a field of one square 
centimeter. Frequently, the patients 
had to be treated, field after field, 
throughout the day, and this had to 
be done every week for months and 
not rarely for years. Charpy of 
France (1946) and Dowling and 
Prosser of England (1946), inde- 
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pendently, discovered the effective- 
ness of vitamin D., which now most 
frequently is given orally in capsules 
of 50,000 units. The daily dosage 
varies from 1000 to 2000 units per 
kilogram of body weight. It is esti- 
mated that 40% of the lupus patients 
are cured, 40% much improved, by 
the treatment continued over many 
months up to two years. The admin- 
istration, which also can be done by 
injection, must be supervised. Ab- 
dominal discomfort and anorexia 
and minor urinary symptoms are 
common, but, in some cases, severe 
uremia and, though rarely, fatal 
sublimate-type nephrosis has been 
observed. Children tolerate the drug 
less well than do adults. 


EFFECTS OF ISONIAZID 


The great success of calciferol 
has been surpassed by that of iso- 
nicotinic acid hydrazide (Isoniazid) , 
which in lupus acts faster than vita- 
min D., is less toxic and also has a 
better healing effect on other forms 
of tuberculosis. Daily doses of 6-8 
mg. per kilogram of body weight 
are usually adequate, but up to 15 
mg. have been given, usually oral- 
ly in milk, in 3 or 4 equal doses. IV 
injections of 25 mg. are tolerated. 
The toxicity is low, side effects, such 
as excitation, anorexia, leukopenia 
and urticaria, are mostly harmless 
and reversible. 

Domagk, the discoverer of the sul- 
fonamides, recommended _ thiosemi- 
carbazone alone or in combination 
with sulfathiazole for the treatment 
of tuberculosis. This agent is high- 
ly effective, but its toxicity does not 
seem to give it much chance to com- 
pete successfully with isoniazid. 

The treatment of the cutaneous 
form of lupus erythematosus has al- 
ways been extremely difficult. The 
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disease not only hardly responcs to 
topical treatment, but the danger of 
systemic exacerbation from treat- 
ment, though remote, cannot be de- 
nied. Gold, by injection (1913), has 
for many years been an acceyted 
method. It heals in 44% and it im- 
proves the lesions in 33% but it is 
highly toxic. Generalized dermatitis 
sometimes with fatal outcome, and 
aplastic anemia are the most dread- 
ed complications. Bismuth is less 
dangerous, but also less effective. 
Occasionally, the sulfonamides end 
quinine have given good results. 
But none of the older remedies can 
be compared with Atabrine and, 
still more recently, Chloroquine 
(250 mg., 1 to 3 id.) Chloroquine 
does not stain the skin as Atabrine 
does, is more often and more rapid- 
ly effective than gold and probably 
much less toxic, though supervision 
is just as necessary. Unfortunately, 
recurrences after treatment with 
Atabrine and Chloroquine are com- 
mon. 






















SUPPRESSIVE RESULTS OF 
THE SULFONAMIDES 





The sulfonamides have not had 
the impact on dermatology which 
one could expect, in view of the fre- 
quency of pyogenic infections. This 
was mainly due to their toxicity, but 
also to their sensitizing power which 
discredited them in the topical ap- 
plication. Also, the antibiotics took 
much wind out of their sails. The 
sulfonamides, mainly as the safer 
combinations of several of these 
agents, still have some usefulness in 
pyogenic skin infections, especially 
in children. Of special dermatologi- 
cal importance among the sulfona- 
mides are the diphenyl sulfones 
(Promin, Diasone, etc.) which are 
our best drugs in the treatment of 
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leprosy, and sulfapyridine in the 
treatment of dermatitis herpetifor- 
mis The effect of this sulfonamide 
on this disease is suppressive only, 
but it can be taken over long per- 
iods, even for years. The minimal 
dai y dosage, just sufficient to sup- 
press the itching and the eruption of 
nev blisters, has to be established. 
Coastant supervision and, especial- 
ly, periodical blood counts are ne- 
ces sary. 

similar suppressive effect on 
de matitis herpetiformis and also, 
though probably less pronounced, on 
atopic eczema, dermatomyositis and 
some other dermatoses, has been cb- 
served following the administration 
of para-aminobenzoic acid (PABA) 
and its salts. However, the doses 
are high and toxic reactions not 
rare. 


REACTIONS FROM PENICILLIN 


Penicillin is effective against the 
treponemas of syphilis, yaws and 
pinta and, of course, against the 
primary and secondary infections 
with pyogenic cocci. Of special der- 
matological interest are two phe- 
nomena: The frequency of severe 
and often stubborn urticaria occur- 
ring usually a week after an injec- 
tion, and the danger of anaphylac- 
toid dangerous and even fatal reac- 
tions immediately after an injection. 
Fortunately these accidents are very 
rare. To avoid the latter, a scratch 


. test with penicillin should be done 


before first injecting a patient. A 
new dermatologic indication for pen- 
icillin is acrodermatitis atrophicans, 
a rare and chronic disease for which, 
so far, practically nothing could be 
done. 

The broad-spectrum antibiotics 
have become increasingly popular 
among dermatologists. The author 
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frequently makes use of a few days 
of internal medication to support 
the topical treatment of wide-spread 
impetigo, ecthyma and pyogenically 
superinfected eczema. 


PROGRESS IN ECZEMA THERAPY 


Since eczema (dermatitis) is the 
disease the dermatologist is most 
frequently called upon to treat and 
for which he had no or only unrelia- 
ble internal methods of treatment, 
ACTH, cortisone and hydrocortisone 
suddenly seemed to fulfill his old 
dream. By internal medication with 
these agents, the inflammatory 
symptoms disappeared speedily and 
the price paid for this healing pow- 
er was low in terms of toxic reac- 
tions. But recurrences are almost 
certain except in contact dermatitis 
which is essentially a self-limited 
disease. In this condition, also in ur- 
ticaria, drug and other toxic reac- 
tions, steroids are of great value. 
But the chances that an ordinary 
case of eczema of the hands will be 
cured for a long time or even for- 
ever are better with the old-fash- 
ioned gamut of increasingly strong 
external medications, x-ray treat- 
ment, etc. In the very severe and 
often fatal skin diseases — general- 
ized exfoliative dermatitis, pemphi- 
gus, systemic lupus erythematosus 
—the steroids are often life-saving. 
The best form of administration in 
these severe cases is the slow (20-30 
drops per min.) IV drip of 10-30 
mg. of ACTH in 500 cc. of 5% glu- 
cose or saline. 


OUTMODED AGENTS 


Compared with the new systemic 
agents, the old ones used in derma- 
tology, such as heavy metals, cal- 
cium, non-specific agents and vac- 
cines, are unreliable. Arsenic is rel- 
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atively specific in lichen planus; in 
psoriasis and some other dermatos- 
es it works well in some cases and 
fails in others. The psoriatics who 
respond to arsenic frequently devel- 
op arsenical keratoses, which are 
precancerous lesions. Since these pa- 
tients know that arsenic helps their 
psoriasis, they continue to take it, 
in some cases with fatal results. Mer- 
cury is also effective in lichen plan- 
us, but it is also toxic even in the 
form of yellow iodide of mercury 
given orally against flat juvenile 
warts. Bismuth is less toxic, but also 
less effective than arsenic and mer- 
cury. It has its place in the treat- 
ment of lichen planus and discoid lu- 
pus erythematosus, but the injec- 
tions are painful and the oral admin- 
istration is not always well toler- 
ated. . 


BROMINE AND CALCIUM 


Intravenous injections of calcium, 
especially as calcium gluconate, re- 
main a very popular way to allevi- 
ate urticaria and, though less effec- 
tively, pruritus. Calcium has been 
combined with bromine (Calcibro- 
mate) and its effect can further be 
increased by the simultaneous use 
of antihistamines. In using this com- 
bination, the powerful added seda- 
tive effects of bromine and some 
antihistamines has to be taken into 
consideration. In Europe, strontium 
is frequently used instead of cal- 
cium. 


The antihistamines have become 
valuable in the treatment of urti- 
caria. Atopic eczema and pruritus 
may also be benefitted. In most der- 
matological cases, the dosage must 
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be high which, of course, ertails 
higher toxicity particularly with: re. 
gard to sedation. 


NEW FRONTIERS 

















This rather incomplete list shows 
that progress toward the ideal o° an 
effective internal treatment of ler. 
matoses has been made, but much 
more has to be done to make the ex- 
ternal treatment unnecessary. We 
dermatologists sorely need be'ter 
fungicides internal as well as exier- 
nal. A new avenue in the hitherto 
hopeless treatment of deep mycoses, 
especially blastomycosis, seems to 
have been opened by the aromctic 
diamidines, such as stilbamidine, es- 
trogenic substances related to still- 
bestrol. So far, the results are prom- 
ising, but the toxicity is high. Di- 
oxydichlordiphenylsulfide is a sys- 
temic fungicide which recently has 
been introduced in Germany (D235, 
Novex). It is supposed to have a low 
toxicity. 

In the ordinary acne of the teen- 
agers no progress has been made 
since the introduction of x-ray 
treatment, and this usually is of 
value only in older teenagers. We 
know that acne is caused by andro- 
genic hormones, but all our efforts 
to treat acne effectively with estro- 
genic substances and other hor- 
mones have shown clean-cut suc- 
cess only in occasional cases. 

A great need exists for an effec- 
tive drug to cure furunculosis. While 
the individual boil responds fairly 
well to antibiotics, the disease as 
such is little, if at all, influenced. 

The treatment of psoriasis is prac- 
tically where it was 40 years ago. 
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- The most common chest injury is are easily and effectively treated by 

ro- | the uncomplicated rib fracture. Most intercostal nerve block of the rib 

rts | tib fractures give little concern, but involved, the rib above and the rib 

ro- | the jagged end may tear the lung below. The artery and vein lie in the 

or. 4 causing a hemothorax, a hemopneu- groove of the rib but the nerve lies 

ac- | mothorax, or a tension pneumothor- 1 to 2 mm. below the inferior bor- 
ax. All such patients should have der of the rib. Five cc. of 2% novo- 

ac. | *TaY examination. cain (or longer-acting local anesthe- 

TI tack Niiaiiain, eines peas tic) is infiltrated posterior to the 

sy ue fracture site. Just after the needle | 

ool If the rib is uncomplicated, the drops off the lower end of the rib 
main treatment is relief of pain. and has been advanced 0.5 cm. deep- 

_ Tight strapping or taping of the er so as to penetrate between the 





chest is uncomfortable (especially 
in hot weather), and is ineffective 
for immobilization. It decreases the 
effectiveness of coughing, an import- 
ant protective mechanism in most 
patients. Most simple rib fractures 
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internal and the innermost intercos- 
tal muscles, the injection is made. 
Frequently, only one injection is 
necessary; they may be repeated as 
required. Occasionally, direct injec- 
tion of the fracture site is effective. 
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MOST COMMON CHEST INJURIES 


Complicated and multiple rib 
fractures, the most common chest in- 
juries seen in hospital practice, may 
cause immediate death; or varying 
degrees of respiratory and circula- 
tory malfunction. In severe chest in- 
juries, one must treat both the dis- 
turbed respiratory function and the 
disturbed circulatory function. 


Examination of the patient will 
make general supportive measures 
obvious. Shock is treated with plas- 
ma and the need for whole blood de- 
termined. If possible, keep in at least 
a semi-sitting position; if this is im- 
possible it is often best to keep the 
patient on the injured side, so that 
blood and secretions are less apt to 
be aspirated into the uninvolved 
lung. The maintenance of a clear 
airway is essential and the use of 
simple catheter suction of the trac- 
hea is easy to perform and may be 
life-saving. Oxygen may be neces- 
sary. Occasionally, in severe chest 
trauma, the blood and mucus in the 
bronchial tree is so great that tra- 
cheotomy is necessary. Maintaining 
an adequate airway is then greatly 
simplified. 

Only rarely is a patient seen who 
cannot immediately have the bene- 
fit of an x-ray examination of the 
chest. Usually this film forms the 
basis of all future treatment of the 
patient. It may show several rib 
fractures with a hemothorax, recog- 
nized by a curved line on the film. 
Hemothorax alone is usually caused 
by tearing of the intercostal vessels 
at the fracture site. Such a hemo- 
thorax must be relieved to abolish 
the compression of the lung, prevent 
infection (empyema), and prevent 
permanent collapse of the lung from 
development of a fibrous capsule 














from the blood. Repeated thor: cen. 
teses fail to remove all of the b ood, 
and are disturbing to the patient, 
The easiest treatment is to insert a 
catheter into the pleural space and 
attach it to an underwater drai age 
bottle. The blood loss can ther be 
easily followed and _ replacen ent 
therapy maintained (Figure 1) 


gt 
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FIGURE | 

Type of dePezzer catheter underwater drain. 
age used for treatment of hemothorax a 
hemopneumothorax. 


SPECIAL CARE OF 
CERTAIN COMPLICATIONS 
Hemopneumothorax means lacer- 
ation of the lung. Even though only 
a small amount of blood is seen at 
the costophrenic angle, there may be 
up to 500 cc. in the pleural space 
before it can be seen on x-ray ex- 
amination. If the initial x-ray shows 
multiple rib fractures with a hemo- 
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Single-dose vials providing — 





pneumothorax (straight line on the 
chest x-ray), once again closed un- 
derwater drainage is the treatment 
of choice. If no x-ray is available and 
physical examination makes one 
suspect hemothorax, pneumothorax, 
or hemopneumothorax, then needle 
aspiration of the pleural space 
should be done. After confirming 
the diagnosis, the catherer can be 
inserted. If pain is marked, inter- 
costal nerve block gives quick relief 
and allows adequate cough. Mor- 
phine or demerol in adequate 
amounts may be given, not enough 
to much depress the cough reflex. 


TECHNIQUE OF DRAINAGE 


A No. 28 or 30 dePezzer (mush- 
room) type catheter is used in an 
underwater drainage procedure, as 
it is not likely to be extruded from 
the thorax. A large Foley type ca- 
theter may also be used. The skin, 
subcutaneous tissue, muscle and 
pleura in the 7th interspace at the 
mid-axillary line are infiltrated with 
1% novocain, a_ small incision 
through the skin and deep fascia is 
made, and the catheter inserted into 
the pleural space stretched over the 
tip of a hemostat. A vertical mat- 
tress silk suture is placed in the skin 
and subcutaneous tissue to be tied 
when the catheter is removed. A 
large catheter is used to prevent ob- 
struction by clots and insure contin- 
uous drainage. The catheter is 
placed in the mid-axillary line to al- 
low free movement of the patient. 
The expansion of the lung will force 
all blood out of the pleural cavity 
even though the catheter is not in 
the most dependent position. 


The care of a catheter underwater 
drainage set-up is simple. The drain- 
age bottle is placed on the floor by 
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the patient’s bed. No attendart is 
permitted to change or move this 
bottle, thereby preventing accide atal 
opening of the catheter to at 10s- 
pheric pressure. Usually 10 to 15 cm. 
of water is placed in the bottle and 
the level marked with tape so hat 
the blood loss may be closely ‘ol- 
lowed. If the bottle should overfl>w, 
attendants are to merely place the 
bottle in a basin. As the lung re- 
expands, the respiratory fluctuations 
in the tube decrease in amplitude, 
and cessation of hemorrhage will be 
indicated by change of the brizht 
red drainage to a sero-sanguincus, 
then serous drainage. If the fluct:ia- 
tions in the tube should cease, ‘he 
patency of the tube can usually be 
re-established by “milking” the 
dePezzar catheter several times. 
Daily instillation of 200,000 units of 
aqueous penicillin and one gram of 
streptomycin in 20 cc. of normal 
saline also help maintain patency. 
Generally, such a tube can be re- 
moved in 48 hours when complete 
re-expansion of the lung is shown 
by x-ray. If the bleeding should not 
be controlled (usually seen when 
the lung will not re-expand) in 24 
to 48 hours, then thoracotomy will 
usually be necessary. Likewise, if 
closed drainage does not establish 
negative intrathoracic pressure 
within a short time — such lack in- 
dicated by bubbles of air continu- 
ously escaping through the under- 
water tube with cough — thoraco- 
tomy may be necessary. However, 
in such a case, a continuous con- 
trolled type suction should first be 
tried using suction with any pump 
apparatus, such as a Stedman pump. 
The 3-bottle drainage set-up for use 
with such type suction is shown in 
Figure 2. 
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FIGURE 2 
Controlled suction drainage set-up of pleural 
spece. 





COUGH RESTRAINERS USED SPARINGLY 





For maintaining the cough mech- 
anism so that secretions and blood 
may be adequately raised, important 
factors are: 

1. Small and infrequent doses of 
narcotics. 

2. Intercostal nerve block to pre- 
vent undue pain with cough and de- 
crease the necessity for narcotics. 

3. Semi-sitting or sitting position 
usually allows the conscious patient 
to cough more effectively and in- 
creases his respiratory exchange by 
preventing pressure on the dia- 
phragm from abdominal viscera. 

4. Thinning of the bronchial se- 
cretions by using 1 gr. of sodium 
iodide IV at least once or twice each 
day. After the first or second day 
the iodide may be given by mouth 
using syrup of hydriodic acid ( 1 
dram 4 i.d.) 


EMPHYSEMA UNSIGHTLY BUT HARMLESS 
Some patients with rib fractures 


and hemopneumothorax develop 
subcutaneous emphysema with its 
resultant disfiguration, occasionally 
of most of the body. This in itself 
is not dangerous, will disappear with 
relief of the high intrapleural pres- 
sure i.e., by utilizing adequate, in- 
tercostal closed drainage of the pleu- 
ral cavity as described. In some pa- 
tients, the escape of air from the 
torn bronchi is so great that the 
intrapleural pressure rises rapidly, 
causing tension pneumothorax with 
the serious respiratory difficulty as- 
sociated with the collapsed lung and 
shifting mediastinum. A size 16 or 
18 needle may be inserted into the 
pleural cavity to relieve the tension 
until underwater drainage is es- 


tablished. (Figure 3) 





FIGURE 3 
Method of emergency treatment of tension 
pneumothorax. 





CERTAIN SEVERE INJURIES 


“Steering wheel injuries” to the 
anterior chest wall may be several 
and severe. One is cardiac contusion. 
It is not necessary that ribs or ster- 
num be fractured to have a cardiac 
contusion. Any patient with a con- 
tusion over the cardiac area should 
be treated as an acute myocardial 
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infarction, for cardiac contusion may 
result in anything from petechial 
hemorrhages in the myocardium to 
changes similar to that seen in 
severe myocardial infarction (and 
with similar ECG changes). Occa- 
sionally, anterior chest wall injury 
causes fractures of the costal carti- 
lages and sternum. It is in these 
cases that one sees paradoxical res- 
piration and the severe “flail chest.” 
This is true because the second, 
third, and fourth ribs anteriorly 
with attachments to the sternum are 
the main supporting structures of 
the bony thorax. All of the ribs can 
be fractured posteriorly and no 
flailing of the chest be seen. Only 
when there is such paradoxical 
breathing should an attempt be 
made to stabilize the anterior chest 
wall. Under local anesthesia (and 
often with short parasternal inci- 
sions through the skin) towel clips 
are hooked into the sternum and 
attached to overhead traction. Occa- 
sionally open reduction of sternal 
fractures is necessary. Similar trac- 
tion may be utilized when an area 
of the lateral chest wall is “flailing” 
—inserting the towel clips around 
several of the involved ribs. 


PUNCTURE WOUNDS 


Penetrating injuries of the thorax 
are usually caused by bullets or 
knives. Almost invariably will such 
injuries show evidence of hemo- 
pneumothorax on x-ray examina- 
tion. Penetrating wounds (as with a 
penknife or icepick) may be treated 
without operation only as long as 
there is no evidence of hemothorax 
or pneumothorax. The great ma- 
jority of penetrating injuries will 
show hemopneumothorax and should 
have a thoracotomy. Patients with 
rib fractures and hemopneumothor- 
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ax have a limit to the depth of px ne- 
tration of the fractured ribs. Pi ne- 
trating injuries, however, ra ely 
have a limit of depth of penetra ion 
—also, it is impossible to determine 
the course of the penetrating wo: nd 
by the history of the accident or he 
appearance of the external open ng 


(Figure 4). 






































FIGURE 4 


It is impossible to determine the course of 
the penetrating wound by the history of the 
accident or the appearance of the external| 
opening. 





























PREPARATION FOR THORACOTOMY 





Thoracotomy demands endotrach- 
eal anesthesia and availability of . 
blood. Before sending such patients 
to a hospital, obstruction of the air- 
way by hemorrhage into the bronchi 
must be relieved by frequent aspira- 
tions; open or sucking wounds are 
covered with a rubberdam type 
dressing; the patient should be 
placed on the side of the injury to 
prevent aspiration of blood into the 
opposite bronchial tree. Underwater 
drainage tubes may be inserted if 
thoracotomy must be delayed for 
any reason. 









































































Drawings reprinted by permission of the Ohio State 
Medical Journal. 
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ORIGINAL ARTICLE 


Routine Prophylaxis of Abortion 


A report on the use of micronized 
diethylstilbestrol vitamin prophylaxis 
in a series of 600 patients 


EDUARDO F. PENA, M.D.,* Miami, Florida 


As a widely-used estrogen agent, 
micronized diethylstilbestrol has for 
many years both prevented and ar- 
rested abortion. Despite its excellent 
record when used alone, however, 
many clinicians have confirmed that, 
when diethylstilbestrol is combined 
with vitamin C and the vitamins of 
the B complex, the result is an even 
higher rate of fetal salvage. This re- 
flects an easing of the metabolic 
burden and counteraction of con- 
current nutritional deficiency. 


RATIONALE AND PROCEDURE 


According to Javert, a deficiency 
of the antihemorrhagic vitamin C 
“may precipitate decidual bleeding, 


*From the Department of Obstetrics and Gynecology, 
Mercy Hospital, 
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leading to premature separation of 
the placenta.”! This situation is of 
frequent occurrence among habitual 
aborters. Jailer,” in turn, points out 
that if the folic acid moiety of the 
vitamin B complex is deficient, the 
normal action of the estrogens will 
be impaired. 

This is corroborated by Singher 
and his co-workers*® and by Segaloff 
and Segaloff,* who also reported that 
a deficiency of thiamine and riboflav- 
in may cause a serious hormonal im- 
balance, since the liver cannot in- 
activate estrogens without these two 


. Javert, C. T., New York St. J. Med., 48:25-95, 
1948. 


2. Jailer, J. W., Clin. Endocrinol., 9:557, 1949. 
$. Singher, H. O., et al., J. Biol. Chem., 154:79, 


1944. 
‘ ed A. & Segaloff, A., Endocrinology, 34:346, 
1944. 
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members of the B complex. 


This study was undertaken with 
two purposes in mind: 1. to deter- 
mine, by large-scale clinical observa- 
tion, the anti-abortive efficacy of 
micronized diethylstilbestrol incor- 
porated with essential vitamins of 
the B complex and vitamin C. 2. to 
adduce from the evidence gathered 
some routine protective therapy for 
all gravidas, whether previously 
aborters or not. 


At the outset, we were encour- 
aged by the high anti-abortion re- 
cord which micronized diethylstil- 
bestrol, alone, had long since estab- 
lished. Moreover, the need for mak- 
ing an anti-abortion regimen an in- 
tegral part of general prenatal rou- 
tine was evident on two counts: 1. 
the inability of any physician to 
guarantee full-term delivery for 
even the healthiest of gravidas, and 
2. the obvious need for additional 
prenatal measures to check the pre- 
sent high rate of involuntary abor- 
tions.” 


For this study we used a prepar- 
ation* combining in each 25 mg. 
tablet: 


Diethylstilbestrol (micro- 





RE Girticndnaeaas 25 mg. 
Ascorbic acid ........ 50 mg. 
Thiamine hydrochloride 2 mg. 
CS re 2 mg. 
Pyridoxine hydro- 

Beis obs 1 mg. 
Calcium pantothenate . 10 mg. 
Niacinamide ......... 50 mg. 

Benson® estimates this rate at 10 to 20%, without 
prophylactic therapy. He also estimates the rate for 
those who have aborted previously to be: 
22% of those with a history of | abortion, 
33% of those with a history of 2 abortions, 
68% of those with a history of 3 abortions, 
88% of those with a history of 4 abortions. 
*desPLEX® supplied through the courtesy of the 
Grant Chemical Company, Inc., Brooklyn 26, N. Y. 


5. Benson, R. C., California Med., 72:442, 1950. 
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MOD ics ob ka'en'e 0.25 mg 

Vitemtin Bas «20.0000: 0.5 me:. 

The series of patients studied cc n- 
sisted of 600 pregnant women—2 {0 
primiparas and 360 multiparas. [n 
the group of multiparas were 2/8 
with histories of from 2 to 9 miscer- 
riages. 


RECOMMENDED DOSAGES 


The dosage used varied and wis 
based on the following schedules: 

For primiparas and multiparcs 
with no record of abortion: one 25 
mg. tablet daily from the second to 
the fourth month, 50 mg. daily from 
the fourth to sixth month and 75 
mg. daily thereafter to term. 

For patients with a history of mis- 
carriage: 50 to 100 mg. daily through 
the first trimester, 150 mg. daily 
through the second and 200 mg. 
daily through the third. The start- 
ing dose was governed by the num- 
ber of previous abortions and by 
that period of pregnancy in which 
they occurred. In addition, the dos- 
age was occasionally increased dur- 
ing those intervals corresponding to 
the patient’s normal periods of men- 
struation. 


At the first threat of abortion — 
signalized by backache, lower ab- 
dominal tenderness or pain, spotting 
or cramps—the dosage was in- 
creased to 500 mg. or more each 
day, given 50 mg. every half-hour 
until the patient was symptom-free. 
If indications of impending abortion 
were especially strong, this oral 
dosage was supplemented by 1 cc. 
(25 mg.) or more of micronized pa- 
renteral diethylstilbestrol,* injected 
intramuscularly every six hours un- 
til the threat of abortion was over. 

Several patients in this series of 








*BlOdes® supplied by the Grant Chemical Compa- 
ny, Inc., Brooklyn 26, N. Y 
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600 were bleeding when first seen 
in the second, third and fourth week. 
Under such conditions, the earlier 
ati-abortive prophylaxis is begun 
the better. 


CASE HISTORIES 


Of the 600 cases observed, the 
f llowing four are more or less rep- 
resentative: 


Patient A, aged 28, when first seen 
i1 March, 1950, had a_ profuse 
vaginal discharge following a mis- 
carriage, and a ‘non-specific’ infec- 
tion. Fifteen months later, the pa- 
tient became pregnant again and in- 
duced abortion by passing an 
orange-wood stick into the body of 
he uterus. She was hospitalized for 
dilatation and curettement. In April, 
1952, she became pregnant again, 
was placed on progesterone and 
aborted at the end of the seventh 
week. In November, 1952, she con- 
ceived once more and was placed on 
a regimen of 100 mg. diethylstil- 
bestrol with vitamins daily to the 
sixth month. The dosage was then 
increased to 200 mg. daily until the 
successful delivery of a 7 lb., 12 oz. 
boy in August, 1953. 


Patient B, aged 35, had had two 
miscarriages prior to her first visit 
in December, 1949, — the first mis- 
carriage in February, 1948 and the 
second in July, 1948. In spite of 
progesterone-estrogen therapy, she 
again aborted in February, 1950 and 
October, 1951. Her most recent preg- 
nancy began October 20, 1952. She 
was given 100 mg. daily of diethyl- 
stilbestrol and vitamins by oral tab- 
let up to the fourth month, when 
the dosage was increased to 200 mg. 
daily and continued until August 
11, 1953, when she was delivered of 
a male infant weighing 8 lbs., 9 oz. 


CLINICAL 





MEDICINE, January, 


Patient C, aged 27, had a history 
of 5 miscarriages or premature la- 

bors. In August, 1947, she had a nor- 

mal delivery of a male infant weigh- 

ing 9 lbs., 9 oz. In February, 1949 

and in December, 1950, she had mis- 

carriages at 4 and 3 months, respec- 

tively, in spite of intensive progest- 

erone therapy, both oral and paren- 

teral. In July, 1951, she miscarried 

again at 24% months while under 
even more intensive therapy with 

progesterone — 50 mg. daily, IM and 

estrogen, 10 mg. daily by mouth. In 

November, 1951, she conceived again 

and was placed immediately on a 

regimen of diethylstilbestrol and vi- 
tamins, one 25 mg. tablet t.i.d., pro- 
gesterone, 10 mg. q.i.d. by buccal 
absorption; and thyroid, 1 grain 
daily. After one week all medication 
but the micronized diethylstilbestrol 
and vitamin tablets was discontin- 
ued. From then on, 75 mg. was given 
daily until the pregnancy’s success- 
ful termination. 

Patient D, aged 31, had a spon- 
taneous abortion at 8 weeks in De- 
cember, 1942. In June, 1948, she had 
another miscarriage with severe 
hemorrhage, and received 1500 cc. 
whole blood, dilatation and curette- 
ment. Another pregnancy was diag- 
nosed in October, 1949, and the pa- 
tient was placed on 25 mg. parenter- 
al progesterone and 25 mg. estrogen 
daily. She aborted at six weeks. An- 
other abortion occurred in January, 
1950, and the patient received dilata- 
tion and curettement. When she be- 
came pregnant again, in March, 
1951, anti-abortion therapy was lim- 
ited to the diethylstilbestrol and vi- 
tamin tablets, 50 mg. to the fourth 
month and 100 mg. daily thereafter. 
At 7% months, the patient was de- 
livered of two girls, weighing 5 lbs., 
14 oz. and 5 lbs., 7 oz. 
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COMMENT ON THERAPEUTIC RESULTS 


Massive doses of the micronized 
diethylstilbestrol - and - vitamin tab- 
lets used in this study were well 
tolerated, confirming observations 
that the administration of estrogen 
with vitamin C and the vitamins of 
the B-complex is not nearly so apt to 
cause nausea and vomiting as is the 
administration of estrogen alone.® 
Extra micronization, too, improves 
solubility and reduces the degree of 
side action. 


Further, the diethylstilbestrol 
contributes directly to fetal health. 
Smith and Smith’ have reported that 
“diethylstilbestrol babies” surpass 
others by 400% in their freedom 
from congenital defects. They are 
stronger, longer, heavier and nurse 
better, nor does the estrogen impair 
the infant’s mental progress.* 


As indicated in each of the case 
histories reported here, progester- 
one appears to contribute little, if 
anything, towards curbing abor- 
tion.® In fact, although it is still used 
as a preventive of abortion, progest- 
erone actually seems to induce abor- 


6. Karnaky, K. J., Surg., Gyn. & Obst., 91: ou. hee 7 

7. Smith, G. V. & Smith, Wa Obst. & , 4 
129, 1954. 

8. Canario, E. M., et al., Am. J. Obst. & Gyn., 
91:617, 1950. 

9. Pena, E. F., Am. J. Surg., 87:95, 1954. 
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tion, by suppressing its counterpart, 
the endogenous progesterone.’” 

Out of all 600 patients in this 
series, including the 278 who had 
had from 2 to 9 previous abortions, 
only 36 aborted after the microniz +d 
diethylstilbestrol and vitamin re;i- 
men was instituted. This represer ts 
94% fetal salvage. The estroge.- 
vitamin combination is thus more 
effective for general use than the 
estrogen alone. This effectiveness, 
with the safety and freedom from 
side effects, strongly indicate thet 
this micronized diethylstilbestrol 
and vitamin combination should be 
an integral part of all routine pre- 
natal care, regardless of the gravi- 
da’s obstetrical history. 


SUMMARY 


Ninety-four percent fetal salvage 
is reported with the diethylstilbestrol 
and vitamin prophylaxis of abortion 
in 600 patients, including 278 ha- 
bitual aborters. 

Four typical case histories are 
represented. 

A recommendation is made for 
the inclusion of diethylstilbestrol 
and vitamin prophylaxis as a rou- 
tine part of all prenatal care. 


10. Smith, O. W., 
411, 1946. 


et al., Am. J. Obst. & Gyn., 51: 
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ORIGINAL ARTICLE 


Acute Emergencies of the Eye 


In the urgent treatment of acute optic 
neuritis, both local use of cyclopegics and 
systemic use of vasodilators are employed 


IRA A. ABRAHAMSON, JR., M.D. and 
IRA A. ABRAHAMSON, SR., M.D., Cincinnati, Ohio 


Before discussing the common 
emergencies, four basic factors will 
be considered. 

1. The physician should realize 
the apprehensive state of the patient 
and caution him about rubbing or 
squeezing his eye. 

2. The patient’s vision should be 
tested and recorded before any 
form of examination or therapy is 
begun. The use of a Snellen chart 
for distance or a Jaeger chart, or 
even a newspaper, for near testing 
are adequate. If those are not avail- 
able, counting fingers or comparing 
the vision in the injured eye to the 
uninjured eye may be employed. 

3. Extreme care and gentleness 
should be used in examining ocular 
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structures. Painful eyes may be an- 
esthetized with 4% Pontocaine and 
then examined both externally with 
a flash light and internally with an 
ophthalmoscope. 

4. Most important, if in any doubt 
of his diagnosis or therapy, he 
should apply a sterile dressing and 
refer the patient to an ophthalmic 
colleague. 

We shall consider acute eye emer- 
gencies in two major groups: acute 
traumatic and acute nontraumatic. 


ACUTE TRAUMATIC INJURIES 


The four most common traumatic 
emergencies of the eye are 

1. Foreign bodies. 

2. Burns, chemical or thermal. 
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3. Contusions. 
4. Lacerations. 


I. History—A careful history usu- 
ally leads to an easy diagnosis. 

1. Foreign bodies: patients with a 
foreign body give the history of a 
piece of steel, sand, or dust having 
flown into the eye producing a red 
eye with a scratchy sensation on 
blinking. 

2. Burns: chemical burns usually 
have had an alkali or acid splashed 
into the eye with a resultant red, 
sore eye. Thermal burns are prob- 
ably caused by ultra-violet or infra- 
red radiations. 

3 & 4. Contusions and Lacera- 
tions: blows by a blunt or sharp 
object to the eye may be followed 
by pain or loss of vision. 

II. Physical examination 


1. Foreign bodies: seventy % of 
all foreign bodies are on the under 
surface of the upper lid, the remain- 
ing 30% on the cornea or conjunc- 
tiva. Glass in the eye may have 
produced a corneal laceration with 
iris prolapse, so careful examination 
must always be made. If no foreign 
body is found, the eye should be 
stained with 2% fluorescein or mer- 
curochrome and the site of an abra- 
sion will appear as green or red. 

2. Burns: chemical burns produce 
redness, edema and excoriation of 
the face and eyelids. The cornea 
may be hazy and the conjunctiva 
injected. Acid burns are nonproteo- 
lytic and nonprogressive; alkali 
burns are proteolytic and progres- 
sive, and with time, cause ischemia 
necrosis and possibly perforation. 
Thermal burns produce an injected 
conjunctiva with unilateral or bi- 
lateral punctate keratitis, seen best 
after staining the eye with fluores- 
cein. 
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3. Contusions: a “black eye” aid 
a subconjunctival hemorrhage ére 
the usual findings following a cc.- 
tusion to the eye; however, it is 
important to look for more serio 1s 
complications such as a hypher.a 
(blood in the anterior chamber) or 
vitreous hemorrhage,  dislocat« d 
lens, retinal detachment, ophthalm.- 
plegia (impaired ocular motility) <r 
orbital fractures. 

4. Lacerations: lacerations of tke 
canaliculus or through-and-throug’ 
lacerations of the lids probably 
should be referred for specialized 
surgical repair. Horizontal lacere- 
tions are the easiest to close and less 
apt to result in cicatricial ectropion 
or entropion. Simple lacerations of 
the conjunctiva may be easily su- 
tured but those involving the cornea 
should be referred. 

III. Therapy—Once the diagnosis is 
established the proper therapy 
should be instituted immedi- 
ately. 


1. Foreign bodies: the instillation 
of %% Pontocaine, 1% Butyn, 1% 
Holocaine, or 4% Cocaine will give 
immediate relief. If no corneal or 
conjunctival foreign body is seen, 
evert the upper lid and remove su- 
perficial foreign bodies with a 
tightly-wound moist cotton swab. 
Deep foreign bodies may be re- 
moved with an eye spud, or a hypo- 
dermic needle, Bard-Parker +11 
blade, dental burr, etc., under good 
magnification and illumination. 


Following the removal, an anti- 
biotic drop or ointment is instilled 
and a sterile pressure patch applied. 
The patient should be seen the next 
day for complications, as dendritic 
keratitis or corneal ulcer. Atropine 
is not needed in these conditions and 
in case of glaucoma may harm. For- 
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eign body sensations produced by 
trichiasis are immediately relieved 
by epilation of the eye lash. 


Deep foreign bodies or rust rings 
nay be difficult to remove without 
the aid of powerful magnification 
under a slit lamp microscope. Cor- 
neal lacerations or suspected intra- 
ccular foreign bodies present a ser- 
ious problem. If in doubt of the 
ciagnosis or treatment, a _ sterile 
cressing should be applied to the 
eye and the patient referred. 


2. Burns: %% Pontocaine is first 
iastilled into the conjunctival sac 
followed by 2% fluorescein solution 
end then copious irrigation of the 
eyes for 10 to 15 min. with tap 
water or saline. One might put the 
patient’s head under a water faucet 
or into a basin of water immediately 
following the burn. The dead and 
foreign tissue should be debrided 
with a cotton applicator. A cyclo- 
plegic such as homatropine or scopo- 
lamine and an antibiotic ointment 
should be instilled into the conjunc- 
tival sac, followed by a pressure 
dressing. These cases should be ob- 
served daily for further complica- 
tions. Thermal burns are relieved 
immediately after instillation of a 
local anesthetic followed by the use 
of ice compresses for 10 min. at a 
time, 4 i. d. A preparation of holo- 
caine and adrenalin ointment placed 
in the eye, followed by a pressure 
dressing, may clear the condition in 
24 hours. 


3. Contusions: ice compresses ap- 
plied to the eye for 10 min. at a 
time, 4 i. d., for 48 hours, will de- 
crease the edema and prevent fur- 
ther bleeding into the area. Absorp- 
tion of the ecchymosis may then be 
hastened by the alternation of hot 
and cold compresses 10 min. at a 
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time, 4 i. d. 


Since a subarachoid hemorrhage, 
as a result of a severe contusion, 
may produce a dilated fixed pupil, 
the use of cycloplegics should be 
omitted. Cases exhibiting intraocu- 
lar hemorrhage, dislocated lens, ret- 
inal detachment, etc., should be re- 
ferred. 


4. Lacerations: lacerations of the 
conjunctiva or superficial skin 
should be sutured with 6-0 black 
silk suture. Through-and-through 
lid lacerations should be sutured 
layer by layer—the first suture 
through the gray marginal line to 
unite the lid margin at the proper 
plane, then the conjunctiva, tarsus, 
and muscle closed in separate layers 
using 3-0 or 4-0 catgut. The skin 
edges may be brought together with 
5-0 or 6-0 black silk sutures. An 
antibiotic ointment may be instilled 
into the conjunctival sac, then a 
pressure dressing applied. The skin 
sutures should be removed within 4 
days to limit scar tissue. Tetanus 
antitoxin should be administered 
immediately; antibiotics may be 
given systematically. 


ACUTE NONTRAUMATIC INJURIES 


The acute nontraumatic eye emer- 
gencies consist of these conditions 
which produce either sudden severe 
pain or sudden loss of vision. 

I. History 


1. Sudden severe pain should 
make one think of acute iritis or 
acute narrow-angle glaucoma. The 
pain of acute iritis is a severe, dull 
aching with annular distribution. It 
may be preceded by kidney disease, 
upper-respiratory infection, bad 
teeth or tonsils, etc. The pain of 
acute glaucoma may be very se- 
vere, radiating to the brow, temple, 
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or jaw. It may be preceded by the 
seeing of halos around lights, or 
accompanied by vomiting. 

2. Sudden loss of vision may be 
produced by intraocular hemor- 
rhage, thrombosis of the central re- 
tinal vein, embolism of the central 
retinal artery, retinal detachment or 
acute optic neuritis. 

All five conditions produce a sud- 
den painless loss of vision in an eye 
appearing normal to external in- 
spection. Patients with an intraocu- 
lar hemorrhage or retinal detach- 
ment may complain of a veil, haze, 
or curtain coming over the vision. 
A patient with retinal detachment 
may give the history of partial loss 
of the visual field, preceded by float- 
ing opacities or lightning flashes. 
One with optic neuritis may com- 
plain of loss of central vision with 
perhaps retention of partial peri- 
pheral vision. 

II. Physical Examination 


1. In both acute iritis and glau- 
coma there is a circum-corneal deep 
dusky red injection, which will not 
move with the conjunctiva or blanch 
with adrenalin (1:1000). This is in 
contrast to a conjunctival injection 
which is bright red, most intense at 
the fornix, involving superficial con- 
junctival vessels and _ blanching 
quickly with adrenalin (1:1000) or 
Neo-Synephrine 10%. 

In acute iritis, the posterior sur- 
face of the cornea is studded with 
keratic precipitates, or deposits of 
leukocytes. The anterior chamber is 
deep, the iris muddy and the pupil 
constricted and irregular. Most im- 
portant, the intraocular tension is 
normal. 


In contrast, the tactile tension is 
elevated (even to stony hardness) 
in acute glaucoma; the cornea is 
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hazy due to edema; the iris is bow- 
ing forward, and the pupil is usua'- 
ly dilated, being fixed to light ard 
accommodation. 

In cases of sudden visual loss, the 
external eye appears normal. The 
diagnosis is usually established fo!- 
lowing fundoscopic examination. 

For each of the five conditions 
causing sudden visual loss, the oph- 
thalmoscopic findings are dramatic. 
With an intraocular hemorrhage, a 
dull red or black refiex is seen. 
Thrombosis of the central retinai 
vein produces the typical picture o/ 
“paint being splashed over the can- 
vas,” many red and black flame- 
shaped hemorrhages seen through- 
out the retina and the veins dilated 
and engorged. 


An eye with occlusion of the cen- 
tral retinal artery reveals a pale re- 
tina contrasted by the cherry-red 
spot at the macula; the arteriols are 
very thin and the veins show “box- 
car segmentation.” Retinal detach- 
ment is diagnosed by the observa- 
tion of an elevated retinal area. The 
vessels in this area are more clear- 
ly seen by adding more plus lenses 
to the ophthalmoscope than are 
needed to see the vessels at the disc. 


Both anterior and posterior seg- 
ments of the eye are found to be 
normal in a case of retro-bulbar neu- 
ritis; but in acute optic neuritis the 
optic disc is elevated with blurred 
edges, the veins are engorged and 
hemorrhages and exudates may be 
seen around the disc. 

Ill. Therapy 


Once the diagnosis is made, treat- 
ment should be instituted immedi- 
ately. 

It is of utmost importance to dif- 
ferentiate between acute iritis and 
acute glaucoma, since the therapy 
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o: the former requires dilating the 
pupil, and of the latter constricting 
the pupil. If in doubt, use neither, 
a; once atropine has been used, the 
pupil remains dilated for 10 to 14 
days and cannot be counteracted ef- 
fectively by any miotic. Once the 
ciagnosis of acute iritis is made the 
rupil should be dilated with 10% 
Neo-Synephrine and one of the 
short acting cycloplegics such as 
2-5% Homatropine or Scopolamine, 
13%. Hot compresses should be ap- 
plied 10 minutes at a time q. 2 to 3 
h. Cortisone, 2.5% drops, may be 
instilled q. 2 h. IV typhoid and anti- 
»iotics may be administered after a 
search for foci of infection. 


The pain in acute glaucoma is so 
severe that 4% gr. morphine may be 
given IM. This also aids in constrict- 
ing the pupil. 


Miotics such as pilocarpine 2-4% 
or eserine 4%% (drops or ointment) 
should be instilled gq. 10 min. for 
eight doses. These patients should 
be referred. 


The therapy for intraocular 
hemorrhage leaves much to be de- 
sired. Rutin and ascorbic acid given 


The Problem of Dyspareunia 
and Frigidity 

If a young woman or a young 
couple comes for premarital advice, 
have a frank, plain, easy talk, using 
common words, in an atmosphere 
free of constraint. Few patients with 
a story of frigidity for 15 years can 
be helped. Dyspareunia, painful in- 
tercourse, may be anatomical or 
caused by vaginismus. 

Local treatment consists in the use 
of graduated dilators, which the pa- 
tient inserts herself, at home during 
the day and before intercourse. Re- 
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systemically accompanied by bed 
rest may be helpful. 

Anticoagulant therapy may be 
beneficial in a case of thrombosis of 
the central retinal vein. These pa- 
tients should be followed closely for 
the latent development of secondary 
glaucoma. 

If the patient with embolism of 
the central retinal artery is not 
treated within the first three or 
four minutes, the therapy is usual- 
ly palliative. Immediate massage of 
the eyeball, retrobulbar injection of 
procaine, paracentesis of the anter- 
ior chamber or the use of vasodi- 
lators — nitrites, nicotinic acid 100 
mg. IV, papaverine gr. 14 IV, etc. 
may be helpful. 

Patients with a retinal detachment 
should have the pupil dilated with 
atropine 1% and Neo-Synephrine 
10%; a binocular patch should be 
applied, the patient put at bed rest 
and referred to an ophthalmologist. 

The emergency therapy for acute 
optic neuritis should be the local 
use of cycloplegics and the systemic 
use of vasodilators. An attempt 
should be made to discover all etio- 
logical factors. 


education is practiced at office visits, 
using anatomic plates where neces- 
sary. In some cases the outlet needs 
to be widened by a small plastic 
operation on the perineum. 

Lack of sex stimulation from a 
widely relaxed perineum may be 
recognized by the patient, and lead 
to her making request for repair. 

Referral for psychoanalysis is 
needed in some cases. 





Rougelot, R. E., J. Louisiana State M. Soc., 107: 
156-159, 1955. 
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NATAL EXTENTAI 


Donnatal Extended Action Tablets 


For truly dependable prolonged 


spasmolytic action, Donnatal 
Extentabs are constructed on a 
new principle, to release the 
equivalent of 3 Donnatal tablets 
gradually and uniformly ...to 
provide sustained therapeutic 
effect for 10 to 12 hours. One 





ORIGINAL ARTICLE 


Jlinical Evaluation of a New Buffered Aspirin. 
Phenacetin and Caffeine Analgesic 


A new, stable APC formulation buffered 
with a combination of aluminum and magnesium 
hydroxides is compared with aspirin 








RAYMOND HARRIS, 
Albany, New York 


Alkaline compounds accelerate 
the decomposition of acetylsalicylic 
acid, promoting tablet instability. A 
newly developed formulation over- 
coming this problem has produced a 
unique, stable, buffered APC com- 
bination. This paper compares this 
new tablet' with aspirin as to inci- 
dence and degree of pain relief, of 
time of onset of such relief, and of 
side-effects. 


* Assistant Medical Director and Attending Cardi- 
ologist. 

1. Falgos tablets were supplied through the courtesy 

of the American Ferment Company. They contain 
the following active ingredients: 
Aspirin 0.194 gram ( 3 gr.) 
Phenacetin 0.130 gram ( 2 gr.) 
Caffeine 0.022 gram (1/3 gr.) 
Aluminum Hydroxide and Magnesium Hydroxide 
to provide an acid neutralizing power equivalent 
to approximately 35 ml. N/10 HCl. 
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M.D.,* and JOSEPH G. BIRD, M.D., 


METHODS 


A double-blind, multiple-dose 
study was conducted with 19 men 
and 6 women in an infirmary and 
home for chronically ill and aged 
patients. Except for one arthritic 
woman, aged 31, the ages varied 
from 53 to 86 years. Falgos was sup- 
plied under code letters A, B, and E, 
and 5 grain aspirin tablets of identi- 
cal appearance under the letters C, 
D, and F. Each dose consisted of two 
tablets. Various sequences of the 
code letters were written on the re- 
port forms by a statistician, which 
alternated the two medications for 
each patient. In this way, each 
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served as his own control, the in- 
dividual variables thus being bal- 
anced to the greatest practical ex- 
tent. The charge nurse distributed 
the medications according to the 
predetermined sequence and re- 
corded accurately on the cards each 
patient’s responses to the medica- 
tion. She did not know how many 
different compounds were being 
tested, but was told that all re- 
sembled aspirin. 

Doses were spaced at least 6 
hours apart. A few tests were ex- 
cluded before the code was broken 
because medication was given with- 
in % hour before or 2 hours after a 
meal. Complete pain relief was ad- 
mitted in 7 of 437 tests. Consequent- 
ly, the duration of relief could not 
be determined with statistical sig- 
nificance. Substantially complete re- 
lief was recorded as “good.” Of the 
437 tests analyzed, 217 were made 
with Falgos, and 220 with aspirin. 

Forty-eight specific complaints 
were treated, including backaches, 
myalgias, muscle strains, rheuma- 
toid arthritis, hypertrophic arthri- 
tis, various abdominal complaints, 
headaches and eye conditions. 


RESULTS 


A summary of the clinical re- 
sponses shows, for the 217 adminis- 
trations of Falgos, some degree of 
relief reported in 81.1%; for the 
220 administrations of aspirin to the 
same patients, some relief in 75.0%. 
Analysis of these results for sta- 
tistical significance revealed a p 
value between 0.10 and 0.15, indi- 
cating that the likelihood of their 
having occurred by chance alone is 
only 10 to 15%. Superiority of Fal- 
gos over aspirin should thus be pre- 
dictable in 85 to 90% of clinical 
studies. Failure to give some pain 
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of triels 
with Falgos, in 25% with aspiri.. 
In 50 tests with women Falgos pr >- 
vided relief in 73.1% as compared 
to 66.7% pain relief with aspirin. 


relief occurred in 18.9% 


Thirty-six per cent of all patien s 
reported pain relief from Falgo;, 
28% from aspirin. No patient faile1 
to be relieved by Falgos at som; 
time during the study; one obtaine | 
relief from Falgos in 67% of th: 
tests, but was never relieved by as- 
pirin. Of two others who obtained 
relief in half of the aspirin trials, 
one always responded to Falgos, and 
the other in 8 out of 10 administra- 
tions of this drug. As to time of on- 
set of pain relief, this began within 
the first 4% hour in 42% of tests af- 
ter Falgos administration, and in 
35% after aspirin. 


All side-effects were recorded 
Twelve complaints followed aspirin 
administration, eight followed Fal- 
gos. Neither drug produced any un- 
safe or distressing reactions. An epi- 
gastric burning was mentioned once 
after Falgos, twice after aspirin. 
“Gas” feelings occurred 4 times with 
each drug, indigestion once after 
Falgos and twice after aspirin. Nerv- 
ousness in the same patient was 
listed once for each drug. Perspira- 
tion was recorded twice after as- 
pirin, but not after Falgos. Mild itch- 
ing followed once after Falgos. 


DISCUSSION 


This study was a somewhat severe 
one for mild analgesics because of 
the character and chronicity of most 
complaints which were treated. The 
infrequency of complete pain eradi- 
cation supports this appraisal and 
suggests a conservative, critical at- 
titude prevailed in interpreting the 
degree of relief. 
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The combination of aspirin, phen- 
azetin, caffeine, and appropriate 
anounts of buffering reagents, alum- 
ium and magnesium hydroxides, 
aoparently has distinct advantages 
over plain aspirin tablets. The data 
indicate Falgos produced a greater 
incidence of pain relief, with faster 
cnset and fewer side-effects. 


Our results resemble those ob- 
tained in another double-blind com- 
parison of buffered aspirin, phenace- 
iin and caffeine tablets conducted 
independently in 6 New York hos- 
pitals and clinics,? where complete 
‘elief was reported in 33% of pa- 
‘ients with the buffered “APC” and 
in only 14% with aspirin. Another 
series indicates that complete re- 
ief occurred in 31% of patients re- 
seiving buffered APC tablets and 
in 13% receiving unbuffered APC 
tablets. Side-effects were less than 
half as frequent with the buffered 
combination as with plain tablets. 


In our study Falgos appeared su- 
perior to plain aspirin in over 400 
administrations. Pharmacologically 
this is not surprising. Many patients 
and physicians have long preferred 
the “APC” type formula to aspirin. 
Although sodium bicarbonate has 
been used with aspirin for many de- 
cades, it has the disadvantage of re- 
leasing carbon dioxide in the stom- 
ach and possibly causing “acid re- 
bound.” Falgos buffers do not share 


2. Data in the files of the Sterling-Winthrop Research 
Institute. 


these disadvantages. The antacid in- 
gredients of Falgos, aluminum and 
magnesium hydroxides, are polyhy- 
droxides and relatively insoluble. In 
the stomach they combine with 
much more hydrochloric acid than 
sodium bicarbonate and produce 
prolonged rather than transient buf- 
fering action. 


SUMMARY 


1. A new, stable formulation of as- 
pirin, phenacetin and caffeine with 
appreciable acid-neutralizing power, 
afforded by a balanced combination 
of aluminum and magnesium hy- 
droxides, was compared with aspir- 
in in a double-blind multiple dose 
study conducted in an infirmary and 
home for aged and chronically ill 
patients. 

2. For a variety of mild to severe 
somatic aches and pains 437 separate 
treatments were given with either 
two 5 grain aspirin tablets, or two 
buffered APC tablets (Falgos). 

3. After 217 administrations of 
Falgos, varying degrees of pain re- 
lief occurred in 81.1%, and in 75% 
after 220 administrations of aspirin. 

4. The degree of relief was some- 
what greater and faster in onset with 
Falgos than with aspirin. 

5. Side-effects occurred slightly 
less frequently with the buffered 
compound.. 

6. In this study Falgos was super- 
ior to aspirin for the relief of minor 
or moderate aches and pains. 
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COMPREHENSIVE 

A Formulation Proved By Extensive Clinical Experience, -&4 

— Each desplex tablet contains 25 mg. of rapid-acting ultra-micronized diethy/stil- 
bestrol U.S.P., with protective and effectuating amounts of vitamin B complex and 
vitamin C. 


— For further information and a generous trial supply of desplex, write to: 


Grant Chemical Co., Inc. 
New York 10, N. Y. 
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Microorganisms and Antibiotics 





Despite resistance to antibiotics among 
the microorganisms a suitable antibiotic can be 
found for any but the very rare case 


A. J. WEIL, M.D., New 


Infections by bacteria unable to 
produce mutative adaptation to an- 
tibiotics, such as Strep. pyogenes 
and the pneumococci, need hospital- 
ization only in exceptional circum- 
stances and hardly ever cause prob- 
lems of antibiotic therapy. The ma- 
jority of the microorganisms com- 
monly isolated in a hospital belong 
in the category of “adaptable” bac- 
teria. Therefore the incidence of or- 
ganisms resistant to one or several 
of the commonly used antibiotics is 
bound to be high, because few cases 
of infections enter hospitals today 
without previous attempts at anti- 
biotic therapy (and, of course, only 
if such attempts fail). Furthermore, 
specimens are frequently submitted 
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York, New York 


for bacteriologic examination only 
after antibiotic treatment in the hos- 
pital had been initiated. The first 
figures on the over-all prevalence of 
resistant mutants among _ hospital 
material from this country and from 
France were so high that they were 
received with scepticism. However, 
the facts have been amply confirmed 
from many localities. The purpose of 
the present report is to take stock 
anew of the situation and, particu- 
larly, to inquire whether the trend 
to ever higher incidence of resist- 
ance continues. 

If testing for antibiotic sensitivity 
was requested, the following agents 
were employed in every case: peni- 
cillin, chlortetracycline (Aureomy- 


1956 43 














cin), oxytetracycline (Terramycin) , 
chloramphenicol (Chlormycetin), 
streptomycin, erythromycin (Iloty- 
cin), polymyxin B, and bacitracin. 

This report covers the period July 
1, 1953-June 30, 1954; total number 
of strains examined 1117, 95 tests 
per month. 

The 1117 strains were isolated 
from 752 specimens—22 blood cul- 
tures, 2 spinal fluids, 187 nose or 
throat cultures or sputa, 306 urine 
specimens, 91 surgical specimens 
from the abdomen, 115 from surgical 
specimens from sites extra-abdomi- 
nal, 11 stools, 6 pleural fluids, 6 
from the uterine cavity, 1 each from 
a knee fluid and an eye, and 4 of 
doubtful origin. 

Streptococci. Of 348 strains, only 
23 were Str. pyogenes, which vivid- 
ly illustrates the altered incidence of 
this organism in present-day condi- 
tions — alpha-hemolytic, 97 strains; 
53 nonhemolytic; 155 Strept. faecalis 
(including beta, alpha, and nonhem- 
olytic forms). There were, further- 
more, 13 strongly proteolytic strains, 
2 microaerophilic ones, and 5 desig- 
nated as enterococci. 

Staphylococci. Of 148 strains, 134 
were Staphy. aureus, 1 Staphy. cit- 






Emotional Problems of the 
Chronically Ill 


Chronic disease of any kind re- 
quires readjustment of the total or- 
ganism to itself, to the disease, and 
to the environmental situation. If 
we are to understand the disease, we 
must know the history—social and 
medical—of each patient, and we 
must have active awareness of the 
patient’s family and of his occupa- 
tional and recreational assets and 
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reus, and 13 Staphy. albus. 

The Colon Group. Both membe:s 
of the genus Escherichia and of the 
genus Aerobacter. The total of 2€8 
strains permitted a separate analys s 
of the 2 genera. 9 strains of mucoic, 
nonmotile organisms behaving lik2 
Aerobacter and originating from th> 
respiratory tract, not included here, 
have been listed separately as Kleb- 
siella. 

The results of tests with the dis: 
method for 8 antibiotics on 1117 bac 
terial strains from hospital speci 
mens collected during a 12-month 
period in 1953 and 1954 are analyzed 
and compared with previous surveys 
from this hospital. . 

By and large, the trend to in- 
creased resistance to the common- 
ly used antibiotics has come to a 
halt. 

Our extended experience provid- 
ed further evidence that appropriate 
laboratory testing furnishes valu- 
able guidance for therapeutic pro- 
cedure. 

Inability to find a suitable agent 
for the treatment of the bacterial in- 
fections found in a general hospital 
remains a rare event. 





Antibiotic Med., 1:319-326, 1955. 


liabilities. The physician cannot do 
all of the things demanded by the 
situation, but his skill in personal 
relationships with the patient and 
with the family, plus his use of 
services can provide the best pos- 
sible demonstration of medical prac- 
tice. 


Sands, S. L., J. Jowa M. Soc., 45:234-241, 1955. 
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Aspirin and Ulcer 


CURRENT LITERATURE 


Soluble calcium aspirin is of 
significant value in the reduction 
of gastric irritation in peptic ulcer 


A. MUIR, M.D. et al., London, England 


Aspirin acts as a severe gastric 
irritant in some persons. Of patients 
with peptic ulcer, one-third are in- 
tolerant in varying degrees to as- 
pirin. The basic lesion produced by 
aspirin in such circumstances is an 
acute erosive gastritis, sometimes of 
surprising severity. In the combina- 
tion of a poor mucous reaction and 
the retention of large portions of 
insoluble aspirin in the stomach, the 
lesion produced may be acute peptic 
ulceration. 

The absence of significant signs of 
gastric irritation with soluble cal- 
cium aspirin is to be expected from 
clinical impressions of its bland na- 
ture. 

Chronic dyspepsia from the fre- 


quent taking of aspirin is not un- 
common and gastric hemorrhage 
does not necessarily negative this 
diagnosis. In our experience the 
majority of such patients were mid- 
dle-aged women of neurotic dispo- 
sition, chronic swallowers of head- 
ache powders in surprising numbers 
— a fact which they usually con- 
cealed to the bitter end. Most of 
them suspected the cause of their 
dyspepsia, but were either unable 
to give up the habit or derived some 
cogent benefit from it. 

The most surprising result of this 
investigation was the large number 
of people who admitted taking as- 
pirin only a few hours before their 
hematemesis. It must be stressed 
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that this fact was never volunteered 
by the patient. The taking of as- 
pirin has become so commonplace 
that it is admitted only if asked 
for directly. 


Leaving out of consideration the 
11 patients of this series who took 
aspirin regularly, there remain 43 
patients out of a total of 166 in 
whom aspirin was strongly indicated 
as at least a precipitating factor in 
their hematemesis. If the second 
group—those patients who took as- 
pirin frequently—is also left out, 
and the fact that they each gave a 
history of aspirin intolerance is ig- 
nored, 21 patients still remain in 
whom, in our opinion, aspirin was 
undoubtedly the major factor in pre- 
cipitating their hematemesis—that is 
1 in every 8 hematemesis patients in 
this series. 


Almost all patients with peptic 
ulcer have concomitant chronic gast- 
ritis of varying severity. It is not 
surprising, therefore, that a gastric 
irritant like aspirin exerts a maxi- 
mum effect in ulcer patients. 


It is suggested that aspirin should 
never be given to patients with pep- 


Hearing Survey of 3500 New 
Orleans School Children 

Of the 3500 children tested, 245 
(7.0%) showed some hearing defi- 
ciency. Only 150 (61%) of the 245 
appeared for a re-examination; of 
the 150, only 55 were found to have 
significant hearing loss. 

This loss in 50 of the 55 was due 
to interference with the sound con- 
ducting mechanism; 75 to 90% of 
the cases with conductive hearing 
loss are completely reversible, pro- 
vided treatment is adequate before 
permanent changes in the middle 
ear or the 8th nerve have occurred. 
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tic ulceration, or to those who have 
gastric intolerance to it, however 
mild. Such an instruction should te 
given a prominent place in peptic 
ulcer advice charts, usually in plac: 
of much that could safely be leit 
out. 

Calcium aspirin does not have thi; 
irritant action unless it has deterior- 
ated through standing, and it can be 
used with impunity, especially i° 
prescribed in soluble form. Thi: 
simple measure would, in our opin- 
ion, cut down significantly the inci- 
dence of hematemesis and the exa- 
cerbations of ulcer symptoms. 

In a letter, Sir Arthur Hurst 
(1943) stated his belief that aspirin 
was the major cause of hematemesis 
in one-third of all cases in which 
peptic ulcer, gastric cancer, and 
cirrhosis of the liver could be ex- 
cluded. He also estimated that as- 
pirin hematemesis constituted 15 to 
20% of all cases. The investigations 
here described support such an esti- 
mate, but a much larger series, pref- 
erably with selective gastroscopy, 
will be necessary to give a true in- 
dication of its frequency. 


Brit. M. J., 4930:7-12, 1955. 





Five of the children had a nerve 
type of hearing loss which could 
not be corrected; these required 
such measures as the use of hearing 
aids, speech and auditory training. 


Of 55 parents with hard-of-hear- 
ing children, only 11 (20%) were 
aware of the condition prior to test- 
ing. All first-grade children should 
be tested each year. Parental co- 
operation is an important element 
in such an undertaking. 


Anderson, J. R., et al., J. Louisiana State M. Soc., 
107:159-162, 1955. 
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After Myocardial Infarction, What? 


After complete bed rest for three 
weeks, the majority of patients may be 
advised to establish mild activity 





R. D. PRUITT, M.D., Rochester, Minnesota 


If the patient is obese, he should 
reduce his weight; if young, cut 
down his intake of fat. If, and only 
if, there is impaired myocardial re- 
serve with impending or overt con- 
gestive heart failure, he should re- 
strict his intake of sodium. 

Smoking 2 packs of cigarettes a 
day itself shows one is living at odds 
with that serenity and stability so 
necessary for the patient who has 
had an infarction. 

Some patients are so ill during 
the first week or two after infarc- 
tion that they have little inclination 
to be out of bed longer than to use 
a bedside commode. If anticoagulant 
therapy is used, these patients are 
not harmed by their weeks in bed. 
The elderly patient with mild in- 
farction, from onset should be in a 
chair as much as he may choose. The 


majority are served best by reason- 
ably complete rest in bed for three 
weeks. 

The ECG is a diagnostic aid and 
has little value in therapy and prog- 
nosis. 

For certain patients, particularly 
the elderly, infarction may provide 
an opportunity to forego responsi- 
bilities and do only the enjoyable. 

There is no reason for believing 
activity a patient can carry on com- 
fortably is harmful. No activities 
which cause shortness of breath or 
anginal pain; no strenuous exertion. 

Myocardial infarction causes fear 
to fall on the patient and on all 
who love and need him. A modicum 
of fear may make him avoid excess- 
es; often fear reaches excessive pro- 
portions. Point out that many pa- 
tients have long periods of freedom 
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from pain or discomfort, and have 
many years of productive living. 
Help the patient separate symptoms 
of heart disease from disturbances 
not significant. 


Appendicitis Still Kills 


The death rate from appendicitis 
in 1952 was 1/7th what it had been 
in 1900. In 1930 the incidence of 
deaths from appendicitis in this 
country was 15.3 per 100,000. By 
1940, the mortality rate had declined 
to 9.8—attributed to better post- 
operative care, public education to 
seek early care and avoid cathartics, 
and the use of sulfonamides. In 1951, 
the mortality rate was the same as 
in 1952, 1.7 per 100,000. Anti-infec- 
tive agents seemed to account for the 
achievement. 

The diffiiculties of diagnosis in the 
very young and the very old are 
well known. At both extremes of 
life, patients can be expected to pre- 
sent atypical signs and symptoms. 
Few children can give a good his- 
tory, and suitable treatment may be 
delayed—particularly if no vomiting 
occurs. Purgation is common and 
the incidence of peritonitis high. In 
a series of 69 patients less than 5 
years of age, peritonitis (local or 
diffuse) was observed at operation 
in 41 (60%). The occurrence of per- 
itonitis in young children is favored 
by their short omentum. Although 
the W.B.C. is a definite aid in pa- 
tients over 4, it fails as a diagnostic 
sign in younger children. 

Also diarrhea is sometimes mis- 
takenly thought to rule out appen- 
dicitis, and the differential diagnos- 
is between appendicitis and pneu- 
monia or right-sided pyelitis may 
waste precious hours. And, two dis- 
eases do sometimes coexist. Boyce 
reminds us that “the child with 


The physician should be liberz| 
with his sympathy, his understanc- 
ing and his time. 


J. lowa M. Soc., 45, 5:219-224, 1955. 


pneumonia is likely to sleep fo 
long periods, while the child witi 
acute appendicitis does not slee) 
himself or let anybody else sleep.” 

Variations from a classical diseas« 
picture are also common among old- 
er people, and the absence of the 
typical symptoms and signs of ap- 
pendicitis in the elderly patient re- 
sults in a higher mortality rate. Ac- 
cording to the 1952 Bureau of the 
Census tabulations, more than 1,500 
of the 2,600 deaths from appendicitis 
were in persons over 54 years of age. 

The onset of this disease in the 
aged is likely to be insidious, and 
the patient may fail to seek help 
promptly, sometimes because of fear 
and sometimes because he is used to 
discomfort. He may appear to have 
a chronic illness with presenting 
complaints of vague abdominal dis- 
tress and often diarrhea. Further- 
more, an unimpressive sequence of 
events which lack the note of urg- 
ency of the same disease earlier in 
life can lull both patient and physi- 
cian into a false sense of security 
during the critical time for decisions. 

Physical findings may be minimal 
or even absent in the aged. Obesity 
and poor muscular tone lead to the 
absence of rigidity over inflamed 
tissues. Signs of chronic degenera- 
tive disease can easily divert atten- 
tion to unrelated or coincidental ill- 
ness. Nevertheless pain and localized 
tenderness upon rectal examination 
are still fairly consistent positive fea- 
tures in older patients. 


Physician’s Bulletin 20:234-237, 1955. _ 
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Acute Hepatic Failure 


CURRENT LITERATURE 


Few physicians would think of acute 
hepatic failure as a likely cause of coma 
of sudden or slow development 


SHEILA SHERLOCK, M.D., London, England 


Failure of liver-cell function may 
occur suddenly with deep coma, or 
its onset may be insidious, with per- 
plexing mental and neurological 
signs. In either category its early 
recognition is important because it 
is often reversible and its recurrence 
can be anticipated and prevented. 

The features common to all forms 
of acute hepatic failure are cerebral 
changes, fetor hepaticus, and mild 
fever (100-101°). 

All parts of the central nervous 
system may be involved. Mental dis- 
turbances are the most conspicuous; 
change in personality, confusion, 
mania, and sometimes screaming are 
followed by stupor and eventually 
“hepatic coma.” When the patient 


holds his arms in front of him with 
his fingers separated, rapid irregu- 
lar movements occur in bursts, with 
flexion extension of the wrists and 
metacarpo-phalangeal joints. There 
is also a fine 6- to 9-per second 
tremor of the outstretched hands. 
The movements are apt to be over- 
looked if the patient is observed 
only at rest and not asked to hold 
hands in front of him. Fetor hepati- 
cus is a sweet, slightly fecal odor 
detected in the breath. It is of in- 
testinal origin. 

The 2 commonest causes of acute 
hepatic failure are acute virus hepa- 
titis and portal cirrhosis. Of the pa- 
tients with virus hepatitis, 99.8% re- 
cover uneventfully. When hepatic 
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failure complicates chronic portal 
cirrhosis, gastrointestinal hemor- 
rhage may have occurred from eso- 
phageal varices, often slow and oc- 
cult, detected only by rectal exami- 
nation. Pneumonia, minor surgical 
operations such as paracentesis ab- 
dominis, and acute alcoholism are 
other possible precipitants. 

Episodes of confusion, flapping 
tremor of the hands or arms, fetor 
hepaticus, or stupor can be detected 
by careful inquiry. Difficulty in 
diagnosis arises when cirrhosis has 
not been considered, and the patient 
is believed to be suffering from or- 
ganic dementias, arising from cere- 
bral atherosclerosis, cardiac failure, 
uremia, Parkinsonism, disseminated 
sclerosis, or from the abuse of drugs. 


When acute hepatic failure occurs 
in pregnancy the commonest causes 
are virus hepatitis and eclampsia. 
Suicidal or accidental ingestion of 
carbon tetrachloride or phosphorus 
must always be considered. 


PROGNOSIS 


The mortality rate in patients with 
virus hepatitis and hepatic coma is 
70‘~; but even the deeply comatose 
patient may recover completely, 
with no shortened expectancy of 
life. The prognosis for acute hepatic 
failure complicating cirrhosis is dif- 
ficult to predict. Following alcohol- 
ism or infection the outlook is fairly 
good; following hemorrhage, it is 
poor. 

With correct dietary management, 
the cirrhotic patient with insidiously 
developing hepatic failure can be 
maintained in mental equilibrium 
for years. 


Hospital admission should be ar- 


ranged as soon as the diagnosis is 
made. Resist the use of drugs which 


are detoxicated by the liver as mo -- 
phine and most barbiturates. If res - 
less, paraldehyde per rectum 16-2) 
ec. emulsified in 60 cc. of norm: ] 
saline. Otherwise, glucose drinks 
will suffice as a temporary measur::. 

The initial care should always b> 
undertaken where constant supei- 
vision, a suitable dietary regimer , 
and clinical and biochemical assess - 
ment of liver-cell function are a)! 
available. The basic principles, how- 
ever, apply equally when the cir. 
rhotic patient is discharged home tv 
the practitioner’s supervision. 


TREATMENT IN HOSPITAL 


Elimination of Intestinal Intoxi- 
cants. No protein, one week on glu- 
cose and a little fat. This may pro- 
duce a striking remission of the neu- 
rological sequelae, can be used only 
temporarily until symptoms are 
brought under control; thereafter. 
protein must be gradually increased. 
Usually patients with cirrhosis and 
chronic neurological complications 
can tolerate only 50 gm. of protein 
daily. Such a diet is only for those 
with neurological complications. 

During the initial protein-free 
period, adequate caloric intake must 
be maintained. So long as the patient 
remains cooperative, 2,000 calories 
can be administered daily by mouth 
in the form of 20% glucose in fruit 
juices. It may be necessary to resort 
to gastric tube-feeding or intraven- 
ous infusions. An intragastric tube 
supplying 20% glucose in water, 20- 
30 drops a minute, provides 2 litres 
or 1,600 calories during 24 hours; 1 
gm. of potassium chloride is added to 
each litre. 

Intravenous feeding if vomiting 
makes the intragastric drip method 
impracticable. In order to provide 
sufficient calories without fluid 
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overload, limit 20% glucose in water 
to 2 litres a day. Since this would 
irritate small veins, with a resulting 
phlebitis, it is delivered into a large 
‘enous channel, such as the innomi- 
nate vein or superior vena cava, by 
neans of “polythene” tubing. This 
nethod ensures continuous intra- 
venous feeding for several days. 
Since toxemia from the effect of 
ntestinal bacteria on nitrogen-con- 
aining substances may play a part 
n the genesis, temporary steriliza- 
tion of the gut is worthwhile, best 
with chlortetracycline or tetracyc- 
line, 0.5 gm. every six hours orally, 


Contact Dermatitis From 
Chlorpromazine 


Two nurses exposed to chlorpro- 
mazine frequently and over several 
months became sensitized to the 





or if necessary by stomach tube, as 
long as the coma lasts or to a maxi- 
mum of one week. 

Any treatment advocated for 
hepato-cellular failure is difficult to 
assess, for the cause of the syndrome 
is uncertain and the clinical state 
so variable from time to time. This 
regimen has been used in treating 
21 patients with the syndrome of 
acute hepatic failure due to virus 
hepatitis or portal cirrhosis. Two of 
5 patients with virus hepatitis and 11 
of 16 with portal cirrhosis have sur- 
vived episodes of coma. 





Brit. M. J., 4926:1383-1385, 1955. 


drug. In both cases the resultant 
dermatitis was so severe as to be 
disabling; the course was unus- 
ually protracted. 


Lewis, G. M., et al., J.4.M.A., 157:909-910, 1955. 


VvMetamine 


triethanolamine trinitrate biphosphate, LEEMING, tablets 2 mg. Bottles of 50 and 500 
Dose: 1 or 2 tablets after each meal and at bedtime. 


smallest dose 


protects 
8 out of 10 
patients 


lowest toxicity 


unique amino nitrate 


\/ 


4 


against angina pectoris 


Thos. Leeming & Co., Inc., 155 East 44th Street, New York 17, N.Y. 
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failure complicates chronic portal 
cirrhosis, gastrointestinal hemor- 
rhage may have occurred from eso- 
phageal varices, often slow and oc- 
cult, detected only by rectal exami- 
nation. Pneumonia, minor surgical 
operations such as paracentesis ab- 
dominis, and acute alcoholism are 
other possible precipitants. 
Episodes of confusion, flapping 
tremor of the hands or arms, fetor 
hepaticus, or stupor can be detected 
by careful inquiry. Difficulty in 
diagnosis arises when cirrhosis has 
not been considered, and the patient 
is believed to be suffering from or- 
ganic dementias, arising from cere- 
bral atherosclerosis, cardiac failure, 
uremia, Parkinsonism, disseminated 
sclerosis, or from the abuse of drugs. 


When acute hepatic failure occurs 
in pregnancy the commonest causes 
are virus hepatitis and eclampsia. 
Suicidal or accidental ingestion of 
carbon tetrachloride or phosphorus 
must always be considered. 


PROGNOSIS 


The mortality rate in patients with 
virus hepatitis and hepatic coma is 
70‘~; but even the deeply comatose 
patient may recover completely, 
with no shortened expectancy of 
life. The prognosis for acute hepatic 
failure complicating cirrhosis is dif- 
ficult to predict. Following alcohol- 
ism or infection the outlook is fairly 
good; following hemorrhage, it is 
poor. 

With correct dietary management, 
the cirrhotic patient with insidiously 
developing hepatic failure can be 
maintained in mental equilibrium 
for years. 


Hospital admission should be ar- 


ranged as soon as the diagnosis is 
made. Resist the use of drugs which 
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are detoxicated by the liver as mo - 
phine and most barbiturates. If res - 
less, paraldehyde per rectum 16-:) 
ee. emulsified in 60 cc. of norm | 
saline. Otherwise, glucose drinls 
will suffice as a temporary measur. 

The initial care should always k2 
undertaken where constant supei- 
vision, a suitable dietary regime: , 
and clinical and biochemical assess - 
ment of liver-cell function are a! 
available. The basic principles, how - 
ever, apply equally when the cir 
rhotic patient is discharged home tv 
the practitioner’s supervision. 


TREATMENT IN HOSPITAL 


Elimination of Intestinal Intozi- 
cants. No protein, one week on glu 
cose and a little fat. This may pro- 
duce a striking remission of the neu- 
rological sequelae, can be used only 
temporarily until symptoms are 
brought under control; thereafter, 
protein must be gradually increased. 
Usually patients with cirrhosis and 
chronic neurological complications 
can tolerate only 50 gm. of protein 
daily. Such a diet is only for those 
with neurological complications. 

During the initial protein-free 
period, adequate caloric intake must 
be maintained. So long as the patient 
remains cooperative, 2,000 calories 
can be administered daily by mouth 
in the form of 20% glucose in fruit 
juices. It may be necessary to resort 
to gastric tube-feeding or intraven- 
ous infusions. An intragastric tube 
supplying 20% glucose in water, 20- 
30 drops a minute, provides 2 litres 
or 1,600 calories during 24 hours; 1 
gm. of potassium chloride is added to 
each litre. 

Intravenous feeding if vomiting 
makes the intragastric drip method 
impracticable. In order to provide 
sufficient calories without fluid 
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overload, limit 20% glucose in water 
to 2 litres a day. Since this would 
irritate small veins, with a resulting 
phlebitis, it is delivered into a large 
‘enous channel, such as the innomi- 
iate vein or superior vena cava, by 
neans of “polythene” tubing. This 
nethod ensures continuous intra- 
venous feeding for several days. 
Since toxemia from the effect of 
ntestinal bacteria on nitrogen-con- 
taining substances may play a part 
in the genesis, temporary steriliza- 
tion of the gut is worthwhile, best 
with chlortetracycline or tetracyc- 
line, 0.5 gm. every six hours orally, 


Contact Dermatitis From 
Chlorpromazine 


Two nurses exposed to chlorpro- 
mazine frequently and over several 
months became sensitized to the 





or if necessary by stomach tube, as 
long as the coma lasts or to a maxi- 
mum of one week. 

Any treatment advocated for 
hepato-cellular failure is difficult to 
assess, for the cause of the syndrome 
is uncertain and the clinical state 
so variable from time to time. This 
regimen has been used in treating 
21 patients with the syndrome of 
acute hepatic failure due to virus 
hepatitis or portal cirrhosis. Two of 
5 patients with virus hepatitis and 11 
of 16 with portal cirrhosis have sur- 
vived episodes of coma. 
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ENHANCED POTENCY 
EASY TO ADMINISTER 
AQUEOUS SUSPENSION 
NEEDS NO WARMING 
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FEWER OVERDOSAGE SIDE EFFECTS 


CORTROPHING ONC 
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Available in 5-cc vials containing 40 U.S.P. 


units of purified corticotropin per cc 
with 2.0 mg. of zinc. 


f. M. Cortrophin 
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latrogenic Heart Disease 


CURRENT LITERATURE 


The physician must make a careful examination, 
establish a definite diagnosis, and, if no organic 
disease is present, reassure the patient 





C. N. HENSEL, M.D., St. Paul, Minnesota 


Today, more than ever before, 
people with any pain or abnormal 
feeling in the left chest seek to learn 
how serious this symptom may be. 
If the doctor, after a brief history 
and physical examination, finds a 
regular heart of normal size and a 
normal blood pressure and tells the 
patient, “I find nothing wrong, but 
you'd better be careful at your age,” 
or, “I find nothing wrong, but you’d 
better take a little digitalis and 
avoid doing anything strenuous,” the 
patient is likely to suffer ever after 
of heart disease generated by the 
doctor, who is not sure himself, and 
so, should this patient later develop 
organic heart disease, he wants to 
be able to say, “You see I was right. 
I warned you.” 


When any person first comes to a 
physician complaining of a pain or 
an ache in his left chest that physi- 
cian is charged with a very grave 
responsibility for making the right 
diagnosis and for telling the patient, 
at once, he has or he does not have 
heart disease. 

The first contact with such a pa- 
tient is most important, because how 
the doctor conducts himself may de- 
termine success or failure in han- 
dling the case. He must take plenty 
of time to obtain a complete history 
of his chest pain or ache. When did 
it begin — day or night? What was 
its relation to exertion, to rest, to 
anxiety? Was there any antecedent 
exhausting illness? Was there a re- 
cent bereavement, or grief over the 
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death of a loved one? If such a death 
were sudden and from a heart at- 
tack, does this patient fear that he, 
too, may be so stricken? 


Has there been a series of strains 
and anxieties, many nights of broken 
sleep? Has there been a recent res- 
piratory tract infection or a tonsil- 
litis? 

Next a complete physical exami- 
nation with clothes removed, includ- 
ing temperature, pupillary reactions, 
oral cavity, thyroid gland, lungs, 
heart borders and sounds, blood 
pressure, abdomen, rectum, reflexes, 
a check for edema of the shins and 
examination of urine and blood. 


Next, examination of the heart 
after 20 hops on one foot and 20 
hops on the other foot, noting the 
rate of the pulse and the blood pres- 
sure and the time of their return to 
normal. 


Then, and not till then, comes the 
observation of the heart and lungs 
under the fluoroscope, study of the 
heart silhouette from a 6-foot heart 
film, and reading of the ECG. 


If all of these examinations and 
tests have produced normal re- 
sponses, then and only then, can the 


Bacteremia Following 
Tonsillectomy 


Blood cultures taken just after 
tonsillectomy were positive in 28.3% 
of a group of 68 patients who re- 
ceived no antibiotic therapy prior 
to tonsillectomy; 5.9% in a group of 
20 who received penicillin 600,000 
units intramuscularly for 4 to 10 
days prior to tonsillectomy. The in- 
cidence of bacteremia in a group of 
29 patients who received 600,000 to 
800,000 unit doses (half this dose for 
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examining physician be justified ‘1 
telling the patient that he does nt 
have any heart disease, that the du | 
ache in his left chest and the palpit: - 
tion when he gets into bed at nig} t 
are “fear reactions,” because fee- 
tends to pour extra adrenalin int» 
the blood stream, and it is this extr ; 
adrenalin that makes his heart slar 
and bang against his ribs. 

Tell him that the symptoms of or 
ganic heart disease are relieved b: 
the horizontal position, that the 
pain of organic heart disease is no 
a dull ache, but a sharp stabbin; 
pain which passes with rest or stand 
ing still. Tell him that a dull ache 
in the left chest is frequent in peo- 
ple with a nervous heart. 

Look for other nervous signs 
such as light-headedness, trembling 
sweating and frequent sighing. Tell 
him that exercise is good for people 
with nervous hearts, and that they 
should walk erect and breathe deep- 
ly. 

Never hedge—tell him yes or no. 
And if he has no organic heart 
disease, tell him to do normal things 
and to lead a normal life. But what- 
ever you tell him, be definite. 


Minn. Med., $8:348, 1955. 








children) of procaine penicillin 12 to 
18 hours and 1 hour prior to tonsil- 
lectomy, or in 7 receiving 900,000 
to 1,200,000 units orally daily for 5 
to 7 days prior to operation, was not 
reduced below that of the control 
group. 

The need for several days preop- 
erative treatment with penicillin to 
prevent post-tonsillectomy bacter- 
emia is obvious. 





Rhoads, P. S., et al., J.A.M.A., 157:877-881, 1955. 
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fost Eczema is Neurodermatitis 


CURRENT LITERATURE 


Various forms, from the commonest 
to the acute stages are described, and advice 
as to treatment is presented 


L. A. BRUNSTING, M.D., Rochester, Minnesota 


The commonest disease of the skin 
is eczema, and the commonest form 
of eczema is neurodermatitis, which 
is merely a word to express the re- 
lationship between the nervous sys- 
tem and the skin. There are various 
forms such as the exudative, with 
blisters on the fingers or oozing 
widespread plaques. The commonest 
form is the circumscribed thickened 
plaque, “lichen simplex chronicus,” 
single or multiple in various places 
or as a diffuse process to the extent 
of exfoliative dermatitis. The pa- 
tient may be entirely incapacitated 
and be miserable day and night be- 
cause of the itching, often paroxysm- 
al; many patients are driven almost 
to suicide. 

Lichen simplex chronicus occurs 
in certain types of persons who may 


have hay fever, asthma or urticarial 
tendencies. Thickening of the skin 
from scratching brings on exuda- 
tion and nonspecific cellular reac- 
tion; so that itching results and a 
vicious cycle is established. 

The most familiar site is along the 
lateral surface of the thighs, on the 
shins, about the ankles and on the 
elbows or knees, where the lesions 
resemble those of psoriasis. A pe- 
culiar form occurs in the nuchal 
region of women almost exclusively, 
as well as behind and in the ears; 
an extremely common form pro- 
duces the symptoms of pruritus vul- 
vae or ani. 

Neurodermatitis in the lower part 
of the legs is rarely relieved by 
treatment of varicose veins, al- 
though by use of an ace bandage, 
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swelling is prevented and the site 
protected against scratching. 

When the disease reaches the pro- 
portions of exfoliative neuroderma- 
titis, it is extremely difficult to ar- 
rive at a satisfactory diagnosis. Biop- 
sy of the skin shows a picture that 
is almost impossible to distinguish 
from that of psoriasis. Such patients 
have had asthma, eczema, hay fever 
and urticaria off and on since in- 
fancy. In not a few of them, opaci- 
ties in the lenses will develop that 
are typical of allergic cataracts. 

Phenobarbital is helpful but some- 
times provokes allergic reactions. 
Some favorable results from reser- 
pine. Chloral hydrate is a useful 
bedtime sedative. 

In the acute stage moist com- 
presses of boric acid (saturated solu- 
tion) or 8% aluminum subacetate, 
diluted 1 oz. to a pint, not as a 
wet poultice but as a moist dressing. 


One of the most successful trea’- 
ments is an ointment, 1 or 2% eaci 
of crude coal tar and salicylic acic. 

Dermatitis of the ear canal jis 
often neurodermatitis, and fungi 
are not involved. Clean out the cz- 
nal frequency, and insert a sma|! 
wick of moist dressing. In the treat- 
ment of ear and nuchal eczemas an 
pruritus vulvae et ani, 1% hydro 
cortisone ointment is helpful. Occa 
sionally, when the condition is un 
controllable, it is useful to give 1! 
to 25 mg. of ACTH intravenously a 
an 8-hour drip in a 5% solutior 
of glucose. 

In long-range treatment, readjust- 
ment must be made of habits of liv- 
ing and sometimes a change of en- 
vironment. Some of the “manana” 
influence of the Southwest is helpful 
and the sunlight there is also bene- 
ficial. 





Minnesota Med., 38:291-292, 1955. 


METIOGRAN 


e DL METHIONINE IN GRANULAR FORM 


FOR BETTER DISSOLUTION 








the 





new METABOLIC TREATMENT for 


DIAPER RASH 


In a series of more than 500 cases of napkin dermatitis 
treated with METIOGRAN, treatment was successful in 








from 3 to 10 days in all but 3 cases. 
For infants up to 1 year old, 1 teaspoonful METIOGRAN 


Trial daily, equivalent to 3 grains (0.2 Gm.) methionine. For 
children 1 to 2 years old, or in stubborn cases under 1 year 

supply old, 2 teaspoonfuls daily, equivalent to 6 grains (0.4 Gm.) 
methionine. Stir gently in formula or milk. METIOGRAN 

on is soluble, palatable and stable. It mixes readily in the 
daily formula or milk ration. 

request 


METIOGRAN is supplied in bottles containing 30 Gm. 


LOBICA-DEBRUILLE, Inc. - 


1841 BROADWAY - NEW YORK 23, N.Y. 
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Treatment of Severe Asthma 


CURRENT LITERATURE 


Correct respiratory sedatives, adrenalin 
and oxygen should be supplemented by confidence 
of the patient in the success of treatment 





A. M. C. MACPHERSON, M.D., London, England 


When an attack lasts longer than 
usual, increases in severity, and the 
patient’s efforts become concen- 
trated simply in trying to breathe 
out the air which overfills his lungs, 
successful treatment depends to a 
great extent on the belief that the 
attack can and will be treated suc- 
cessfully. It is rare for an asthmatic 
attack to be fatal, unless in the 
elderly, or complicated by another 
grave condition, unless wrongly 
treated by respiratory sedatives. 

It is rare that adrenaline given 
correctly is unsuccessful, and it is 
important to give it with care when 
first used. Once the patient appreci- 
ates its use he will look forward 
with confidence to its benefits in 
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subsequent attacks. 

A dose of 5 minims, 1 in 1,000, is 
given hypodermically. If no relief 
after 10 minutes, inject adrenaline 
1 m. a minute, keeping the needle in 
situ, until the spasm is relieved. In 
this way large doses can be given 
without ill effects. 

In those few cases in which adren- 
aline is ineffective, give aminophy]l- 
line, 1 amp. (0.25 gm. in 10 ml. of 
water) intravenously, slowly. This 
can be repeated after 4 hours if ne- 
cessary, the dose doubled and given 
slowly; intravenous treatment may 
be usefully supplemented by giving 
the aminophylline in a rectal sup- 
pository—a convenient way of main- 
taining some antispasmodic action 
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over a prolonged period, and it is 
particularly useful for administra- 
tion at night. 

Antihistamine drugs are usually 
of little help in relieving severe 
asthmatic atiacks. 

As the attack passes off, to help 
ward off another attack, phenobar- 
bital, % gr. doses, is usually effec- 
tive. Opium derivatives and large 
doses of barbiturates are contraindi- 
cated. The patient’s life may depend 
on his respiratory efforts, and de- 
pression of the respiratory center, 
particularly by the use of morphine, 
may prove fatal. 

Oxygen will help when given with 
a B.L.B. mask or “polymask.” Any- 
thing over the mouth or nose may 
increase the sense of suffocation and 
the very suggestion of oxygen may 
be associated in the patient’s mind 
with the terminal stages of severe 
illness. 

If the attack becomes prolonged, 
with no remissions, and extends 
over days and nights, the atmos- 
phere of a hospital ward, with cffi- 
cient nursing and the knowledge 
that there is always medical help at 
hand if required, will do much to 
quiet the patient. Continuous treat- 
ment with aminophylline can be 
carried out, if required, by slow in- 
travenous drip, using 0.5-1.5 gm. of 
aminophylline in a litre. 

As soon as the attack has been 


Inguinal Hernia in Childhood 


The truss should not be employed. 
Compressible hydroceles of the cord, 
or of the cord and funica vaginalis, 
in 80% of our cases were accom- 
panied by a definite hernia of the 
upper portion of the vaginal process. 
Hernia in infants and young chil- 
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controlled, to prevent another a’- 
tack, phenobarbital, % gr. 2 or 3 
times during the day, will oftea 
prove effective. At first recurrence 
of wheezing or tightness, adrenalin«, 
3 to 5 m. should be given at once. 
(The earlier the more likely to war1 
off a fresh attack). It is often advis- 
able that patients be taught how t» 
give the injection to themselves. 
When this is not feasible, ephedrine, 
ly gr. tablet, or atomizers may b= 
used to give adrenaline or isoprena- 
line by inhalation. Aminophylline 
suppositories in the early night may 
prevent an attack in early morning. 

Mixtures of potassium iodide and 
ammonium carbonate relieve those 
patients who have difficulty in 
coughing up sputum after an at- 
tack, and are of particular use for 
patients who have chronic bronchitis 
complicated by asthma. 

One of the most successful treat- 
ments in controlling the incidence 
of attacks and in controlling an at- 
tack in its early stages is breathing 
exercises conscientiously practiced. 
Deep diaphragmatic breathing and 
full expiration will reduce the num- 
ber of attacks and also aften abort an 
attack. The breathing exercises can 
be combined with postural exercises 
when there is evidence of localized 
chronic infection in the bronchial 
tree. 


Brit. M. J., 4924:1269-1270, 1955. 






dren should be treated by operation, 
not deferred. Operation for unde- 
scended testis should be carried out 
as soon as the associated hernia be- 
comes effective and whether effec- 
tive or not, prior to school age. 


Larsen, R. M., Kentucky, M. J., 53, 2:123-133, 1955. 
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Practical Approach to the Treatment of Tetanus 


Therapy includes antitoxin, sedatives, antibiotics 
and correct diet; prognosis is favorable if the patient 
survives through the fourteenth day of symptoms 





N. A. CHRISTENSEN, M.D., Rochester, Minnesota 


Tetanus is a complication of clos- 
tridial infection of a wound which 
may be trivial and be healed by the 
time the patient seeks medical at- 
tention. Clinical tetanus, the result 
of the potent tetanus exotoxin com- 
bined with nervous tissue is a for- 
midable condition. The union has 
taken place once the patient has 
symptoms. The diagnosis is made 
on clinical grounds, for time is im- 
portant, cultures are slow and are 
helpful in only 25 to 50% of cases. 

No treatment will reverse the dis- 
ease process or speed oxidation of 
the combined toxin. If, however, 
less than a lethal dose of toxin has 
combined with nervous tissue, the 
patient who has adequate treatment 
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stands a good chance to recover. The 
disease is less likely to be fatal if 
the incubation period is longer than 
14 days. The morbidity, whether the 
tetanus is mild or severe, averages 3 
to 5 weeks. Beginning with the 
tenth day of symptoms, prognosis 
improves rapidly each day and, if 
the patient is alive beyond the 
fourteenth day of symptoms, he 
stands an excellent chance to re- 
cover without any residual. Death, 


when it occurs, usually results from: 


1. Circulatory failure; 2. Asphyxia 
due to spasm of the glottis, dia- 
phragm and intercostal muscles, or 
3. Exhaustion. Complicating pneu- 
monia, cerebral edema, over-seda- 
tion, or excess use of muscle-relax- 
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ing drugs along with serum reac- 
tions take their toll. 


PLAN OF TREATMENT 


Preferably the patient should be 
hospitalized. 

On admission tetanus antitoxin 
is given. After a test for hypersen- 
sitivity 15,000 to 30,000 units intra- 
venously or 10,000 to 30,000 intra- 
muscularly, either or both. The 
large amounts are used when the 
wounds are deep, penetrating, or 
badly infected. Also, if symptoms 
are well advanced or are progress- 
ing rapidly suggesting that over- 
whelming infection has occurred, 
the larger doses are used. Smaller 
amounts are then given for the next 
few days until the focus of infec- 
tion has been removed and the dis- 
ease process stabilized. 

Whenever tetanus antitoxin in 
horse serum is given, it is essen- 
tial to have close at hand ampules 
of epinephrine, needles and syringes, 
oxygen, and fluids for intravenous 
injection in case of anaphylactic re- 
actions. Diphenhydramine hydro- 
chloride (Benadryl) or tripelen- 
namine hydrochloride (pyribenza- 
mine) in doses of 25 to 100 mg. (de- 
pending on age) each 4 to 6 hours 
helps to prevent or suppress serum 
reactions and aid in sedation. Both 
are given by mouth. 

A sedative drug should be given 
only in the amount that will keep 
the patient reasonably comfortable 
and allow periods of restful sleep. 
Barbiturates, chloral hydrate, and 
paraldehyde have controlled mild or 
moderately severe spasm. Tribromo- 
ethanol (avertin) 50 to 70 mg. per 
kg. of body weight, in a rectal re- 
tention enema, is the choice for con- 
trol of severe spasms—one or two 
injections per 24 hours, occasionally 
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three. Morphine and curare are con- 
traindicated. Codeine and demerol 
relieve pain and lessen the frequen::y 
with which avertin must be used. 

For adults, penicillin and dihydr>- 
streptomycin, 1,000,000 units and 1 
to 2 gm. respectively, combat Clo;- 
tridium tetani and other organisms. 
Smaller doses for children. Anti- 
biotics affect the course of the dis- 
ease only in helping to eradicate a 
focus, or foci, of infection. Even 
large doses of antibiotics cannot be 
entirely relied on to do this, particu- 
larly if wounds are deep and badly 
infected. Clostridia thrive in dead or 
dying tissue where the blood supply 
is reduced or absent. Antibiotic 
treatment should be continued un- 
til there is no longer a focus of in- 
fection. In addition, it is useful in 
the prevention or treatment of the 
pneumonia which is prone to de- 
velop in severe cases. 


In debridement the tendency is to 
be too conservative. When amputa- 
tion or extensive debridement is 
necessary, general anesthesia by 
pentothal sodium intravenously, or 
avertin rectally. If use of an oxidiz- 
ing agent is indicated, moist potas- 
sium dichromate dressings are bet- 
ter than hydrogen peroxide dress- 
ings, which frequently are irritating 
to the skin. 


Tracheotomy should be done if 
respiration is embarrassed by laryn- 
gospasm or accumulation of secre- 
tions. 


DIETARY INSTRUCTIONS 


A high-calorie diet of liquid to 
soft foods should be given in multi- 
ple small feedings. A nasal tube can 
be used when necessary and when it 
does not aggravate the condition. 
Supplementary fluids containing 
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a “judicious combination... 
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for antiarthritic therapy 
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1 That cortisone and the salicylates have a complementary 

a action has been well established.'* In rheumatic conditions, 

a functional improvement and a sense of feeling well are noted 
early. No withdrawal reactions have been reported. 

) One clinician states: ““By a judicious combination of the two 
agents . . . it has been possible to bring about a much more 

‘ favorable reaction in arthritis than with either alone. Salicylate 

5 potentiates the greatly reduced amount of cortisone present so 

) that its full effect is brought out without evoking undesirable 

. side reactions.” 

INDICATIONS: 

. Rheumatoid arthritis . . . Rueumatoid spondylitis . . . Rheumatic 

; fever... Bursitis . . . Still's disease . .. Neuromuscular affections 

P EACH TABLET CONTAINS: 

j Cortisone acetate ........ 2.5 mg. 


Sodium salicylate ....... 0.3 Gm. 
Aluminum hydroxide gel, dried . 0.12 Gm. 
Calcium ascorbate. ...... 60 mg. 
(equivalent to 50 mg. ascorbic acid) * 
Calcium carbonate ...... 60 mg. U.S. Pat. 2,691,662 


1. Busse, E.A.: Treatment of Rheumatoid 
Arthiitis by a Combination of Cortisone and 
Salicylates. Clinical Med. 11:1105 (Nov., 
BRISTOL, TENNESSEE 1955) 


Roskam, J., VanCawenberge, H.: Abst. in | 
J.A.M.A., 151:248 (1953) 


Coventry, M.D.: Proc. Staff Meet., Mayo 
KANSAS CITY Clinic, 29:60 (1954) 


Holt, K.S., et al.: Lancet, 2:1144 (1954) 
, T.D., et al.: J.A.M.A., 159:645 (Oct 
15, 1955). 
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proteins, electrolytes and vitamins 
are given parenterally as needed. 

Oxygen and a portable respiratory 
should be used to meet obvious in- 
dications. 

Urinary retention has to be re- 
lieved in some cases. Cortisone, com- 
pound F (hydrocortisone) and ad- 
renocorticotropic hormone (ACTH) 
are apparently useful in this condi- 
tion. We reserve the use of the hor- 
mones for allergic patients who re- 
act to, or who are known to be hy- 





















To Lessen Dental Caries 
Eat less refined flour, sugar and 
other carbohydrates; eat more milk, 
vegetables, fruit, eggs, butter and 
meat. Brush the teeth after every 
meal and after each snack. It is el- 
bow grease that cleans teeth and 
not toothpastes or powders. 
Fluoridation of our public water 
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<) Constipa 
Babies 


Borcherat 


Va eT 
pacar lode 


Gentle laxative modifier of milk. 
Promotes aciduric bacteria. Grain 
extractives and potassium ions 
contribute to gentle laxation. Just 
1 or 2 tablespoonfuls in day’s 
formula softens stools. 


GOOD FOR GRANDMA, TOO! 


Especially valuable for thin, under- 
por elderly patients with hard, 
dry stools. Supplies nutritional 
factors from rich barley malt. 
DOSE: 2 Tbs. b.i.d. until stools are soft (may take 
several days), then 1 or 2 Tbs. ot bedtime. Take 
in coffee or milk, 

























*Specially processed malt extract neutralized 
with potassium carbonate. In 8 oz. and 16 oz. 
bottles. 


Send for Sample 
BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave. + Chicago 12, Ill. 
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persensitive to, tetanus antitoxin. 
When exhaustion becomes appar- 
ent, they should be used in an a’- 
tempt to maintain life while the p:- 
tient is passing the crisis of this sel - 
limited disease. Depending on age, 
sex and condition 100 to 300 my. 
cortisone each day in divided doses 
until the crisis has passed. Then dos- 
es are reduced and gradually discon - 
tinued. Oral administration is pre- 


ferred.. 


Minnesota Med., 38:397-400, 1955. 


supply will reduce the incidence o! 
dental decay in children as much as 
two-thirds. 


Teeth of expectant mothers should 
have dental inspection and treat- 
ment every 3 or 4 months. 





Paynter, F. L., Nebraska M. J., 40:94-97, 1955. 
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URINATION 





Especially Useful for 
OLDER PATIENTS 
@ Clears infected urine 
@ Soothes inflamed bladder 
Urolitia is particularly valuable in cases of 
cystocele and hypertrophied prostate for prompt 


relief and prevention of reinfection due to resid- 
val urine. 





Provides soothing action of triticum and zea. Per- 
mits high methenamine dosage—up to 120 grains 
per day—to maintain bacteriostasis. Promptly 
effective against the most common urinary tract 
invaders—E. coli, S. albus and S. aureus. May be 
taken over long periods of time without toxicity, 
drug fastness or side effects. 


DOSE: 1 Tbs. in Y2 cup warm water q.i.d., V2 hr. 
a.c. and h.s. Decrease dose ofter second day. 


Send for sample and literature 


BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave. + Chicago 12, Ill. 
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CURRENT LITERATURE 


Incidence of Amebiasis in Patients With 
Rheumatoid Arthritis 


Arthritis symptoms often improve after the 
administration of amebicides; an iodine-staining method 
for detection of infected cases is presented 


R. E. RINEHART, M.D. et al., Wheeler, Oregon 


A previous report mentioned find- 
ing an unusual incidence of amebic 
(Endamoeba histolytica) infection 
in patients with rheumatoid arthri- 
tis. The uncertainty surrounding 
the diagnosis of this infection, its 
prevalence, and its role in the caus- 
ation of disease made it clear that 
exhaustive studies were in order. 

Evaluation of the effect of amebi- 
cidal therapy in patients with rheu- 
matoid arthritis is to be presented 
in a separate article. 

Stools were examined from 2 to 
7 days after being passed. Specimens 
were obtained at irregular intervals 
over a 2-year period. A detailed 
questionnaire, taken independently 
of this study, revealed no significant 


constitutional or gastrointestinal 
symptoms in the student group. 
Failure to find additional infections 
after 5 specimens had been exam- 
ined corroborates the statement of 
Anderson that 6 negative specimens 
will usually rule out the diagnosis 
of amebic infection. 

Several workers have previously 
described patients having both rheu- 
matoid arthritis and amebiasis. They 
have also stated that the arthritis 
symptoms often improved after ad- 
ministration of amebicides. When 
the present study was begun, we 
were unaware of these previous re- 
ports. 

One of us originally undertook the 
critical examination of stools of pa- 
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tients with rheumatoid arthritis be- 
cause there were reasonable grounds 
to assume that 5 to 10% of the gen- 
eral population were infected with 
E. histolytica. He felt that diagnosis 
and treatment of this infection in 
chronically ill individuals should 
improve their general condition, 
whether or not it was of benefit to 
their arthritis per se. 


Examination of a wet preparation 
stained with iodine, preferably after 
concentration, is the most sensitive 
method for detection of the cystic 
forms of E. histolytica. 


In competent hands the iodine 


Repellent For Biting Insects 


The best all-purpose repellent for 
biting insects, that may be safely 
used both topically and as an appli- 


PLEBILIN PLUS 


TABLETS 
lets patients with 


indigestion 


(dyspepsia, heartburn, bloating, etc.) 


eat without fear 
digest in comfort 
eliminate regularly 
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potent digestive enzymes 


(facilitate digestion of fats, carbohydrates, proteins) 


biliary stimulation 
Physiologic laxation 


samples and literature available from 
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staining method does not give rise 
to extensive false positive reports. 

Six stool examinations, at inte-- 
vals of 2 or more days, will dia;:- 
nose 95% or more of infected cases. 
A single examination will find froia 
40 to 60% of those infected. 

Thirty per cent of normal persons 
living in Oregon are at any one tim: 
subclinically infected with E. his- 
tolytica. A similar incidence is foun1 
in persons with a wide variety of 
illnesses. 

Nearly all (95%) patients with 
rheumatoid arthritis are infected 
with E. histolytica. 
Northwest Med., 54:708-712, 1955. 





cation to clothing, is compound di- 
methyl phthalate solution, U.S.P. 
XIV. 





Queries and Minor Notes, J.A.M.A., 157:1270, 1955. 





Each enteric-coated tablet contains: 


DesoxycholicAcid ..... 32 mg. ( ¥ gr.) 
Dehydrocholic Acid 50 mg. ( % gr.) 
Malt Diastase ....... 50 mg. ( % gr.) 
DS 6 «6.8 6 0-06 6 100 mg. (1% gr.) 


Pancreatin,U.S.P. . .. . . 200mg.(3 gr.) 
(passes into intestines with potency unimpaired) 


Especially useful in patients over 40 


The PAUL PLESSNER Company 


Detroit 16, Michigan 





















GASE REPORT 


Case Record of the Massachusetts General 


ospital 


Patient presented symptoms difficult to 
diagnose; the procedure used for the establishment 
of definite and correct diagnosis is given 


A 47-year-old man was admitted 
because of abdominal pain and 
weight loss. Four or 5 months ear- 
lier he had a severe “pulling” pain 
in the epigastrium whenever he 
laid down. X-ray studies were done, 
and he was told that he had gall- 
stones; 34% months before admission, 
at cholecystectomy, “small stones” 
were found in the gallbladder. 

A T-tube was inserted and left in 
place for a little over a month. Upon 
its removal “a cupful of old black 
blood” issued from the tube tract. 
This continued to drain “pure bile” 
intermittently up to the time of 
admission. There were periods of 4 
or 5 days during which there was 
no drainage. When this occurred se- 
vere shaking chills and jaundice de- 
veloped. Although the stools had 
been “clay-colored” before opera- 
tion they had been of normal color 
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since. In addition to the apigastric 
pain which had become steady, he 
complained of pain in the right side 
of the chest associated with deep 
respiration. This too was aggravated 
by his lying down. Over a period of 
4 months he lost 60 pounds, and 
felt very fatigued; no nausea or 
vomiting. 

The past history was negative ex- 
cept for orthopnea ever since the 
cholecystectomy, and for mild noc- 
turia. A thin, weak man, skin and 
scleras slightly icteric; Grade 2 api- 
cal systolic murmur. Dullness over 
the right lung base, with decreased 
breath sounds and fremitus. The 
level of the right leaf of the dia- 
phragm could not be established. 
The abdomen showed an epigastric 
operative scar at the upper end, a 
small sinus tract draining a small 
amount of clear, yellow fluid. The 
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prostate was slightly enlarged but 
of normal consistence. 

Temperature 101°, pulse 110, res- 
piration 25, blood pressure 150/85. 

Urine: sp. gr. 1.018, 2-plus test 
for protein, 4-plus test for bile, 10 
white cells per high-power field, 
many hyaline and coarsely granular 
casts. Hgbn. 11.8 gm. per 100 cc., 
white-cell count 17,000 with 94% 
neutrophils. Npn. 23 mg., total serum 
bilirubin 5.9 mg., the total protein 
7.1 gm., and the albumin 5.5 gm. per 
100 cc.; the K was 4.4 milliequiv., 
and the chloride 93 milliequiv. per 
liter. The prothrombin time was 14 
seconds (normal). A stool was nega- 
tive for blood (guaiac test) and 
bile. Much free fluid in the right 
pleural cavity, and some shift of the 
mediastinum to the left. 

After the first day temperature 
dropped to 99 to 100°. On a high- 
protein diet with vitamin supple- 
ments and sedation at night, only 
one dose of analgesic because of 
pain. 500 cc. serosanguineous fluid 
was withdrawn from the right side 
of the thorax on the 4th day. Prep- 
arations for cytologic study of both 
the pleural fluid and the fluid drain- 
ing from the abdominal sinus tract 
were reported as “unsatisfactory.” 

After the chest tap an x-ray film 
of the chest again revealed right 
pleural fluid but much less. A den- 
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sity above the fluid level was inte-- 
preted as atelectasis. The patient rv- 
mained weak and had difficulty tr) - 
ing to take the high-protein diet. 
On the 7th hospital day an upper 
G.I. series was done. The right lez f 
of the diaphragm was elevated. Esc - 
phagus and stomach not remarkabk , 
duodenal cap markedly deformec, 
without evidence of ulceratior 
Proximal portion of the descendin;:: 
limb of the duodenum was con- 
tracted and spastic, but no obstruc- 
tion to the outflow of barium. Duo- 
denal mucosa appeared intact; linear 
strands of increased density above 
the duodenal bulb. Leukocytosis 
persisted. On the 9th day tenderness 
and marked resistance in the right 
midepigastric region. Some tender- 
ness over the right 12th rib and 11th 
interspace laterally. The patient was 
prepared for operation with multiple 
blood transfusions. An operation was 
performed on the 10th hospital day. 


CLINICAL DIAGNOSIS 


Subdiaphragmatic abscess. 
Choledocholithiasis. 


ANATOMICAL DIAGNOSIS 


Colloid adenocarcinoma of the head 
of pancreas or common bile duct, 


with metastases to regional lymph 
nodes. 


New England J. Med., 252:1134-1138, 1955. 
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Cardiac Enlargement of 
Uncertain Etiology 


Cardiac enlargement is a common 
rianifestation of heart disease. In 
some cases even in spite of the most 
exhaustive diagnostic studies, no 
cause for the hypertrophy can be 
found. 

A patient gave a history of 7% 
years of progressive cardiac failure, 
with large amounts of fluid in the 
abdomen and legs—cause not de- 
termined: Nothing in the history, 


physical examination, or necropsy 
findings explained the big heart and 
the outcome. 

Thirty similar cases have been re- 
ported. Only 3 of them women, aver- 


age age was 38 years, average 
heart weight was 580 Gm. (normal 
is 300 Gm). The average duration 
of illness from the onset of symp- 
toms was 18 months. 

Dyspnea was the presenting com- 
plaint in 16 patients, abdominal pain 
and swelling in 4, precordial pain in 
4, palpitation in 3, and ankle edema 
in 2. Most had transient, low-grade 
fever. There was a family history 
of heart disease in only 4 instances. 

At autopsy, dilation of the cham- 
bers of the heart, with hypertrophy 
of the muscular wall, was observed 
in all of the patients. The muscle 
bundles were hypertrophied. In 43% 
the fibrous tissue in the myocardium 
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was increased, and 36% had degen- 
eration of the cardiac muscle fibers. 
The endocardium appeared thick- 
ened in 21. 

As the heart enlarges, it outgrows 
its blood supply, with decreased oxy- 
genation and nutrition to the myo- 
cardium, which accounts for the 
pathological changes observed mic- 
roscopically. 

The basic pathogenesis of the en- 
largement and hypertrophy remains 
unexplained. 


Koch, V. W., 


et al., Wisconsin M. J., 53:611-614, 
1954. 


Chronic Rectal Bleeding 
Due to Milk 


A case is described of a woman 
aged 38 with a history of bleeding 
per rectum every day for 7 years. 
Any possibility of malingering was 
dispelled by finding punctate bleed- 
ing all over the colon, which led to 
the belief that it was probably an 
allergic manifestation. Milk allergy 
was suspected. 

All diet was stopped except fruit 
juice and water, and for the first 
time in 7 years the bleeding stopped. 
Further tests showed that bleeding 
restarted whenever milk was given. 

An apparent lag of 24-48 hours 
between bleeding and starting or 
stopping of milk might be ex- 
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Ca 
TUK 


Because RAUVAL contains all of 
the rauwolfia alkaloids, it provides 
a natural balance between 
hypotensive and sedative effects, 
and symptomatic relief is 
remarkably prompt. 


This balance makes RAUVAL the 
drug of choice for patients with 
labiie hypertension, especially when 
accompanied by tachycardia 

or neurosis.':? 


Supplied: Bottles of 100 and 1000 
tablets in two strengths: 
50 mg. s.c., red 
100 mg. s.c., pink (double strength) 


1. Wilkins, R. W.: Ann. Int. Med. 
37:1144, Dec., 1952. 

2. Wilkins, R. W., and Judson, W. E.: New 
England J. Med. 248:48, Jan. 8, 1953. 


plained by the products of milk di- 
gestion coming in contact with tke 
mucosa of the colon. 

The patient has apparently been 
desensitized to milk by gradually 
increasing the amount by one droo 
a day. 





Antia, F. P. et al., Brit. M. J., 4927:1416-1417 1955. 


Gallop Murmurs 


Detection of a gallop murmur re- 
quires a well trained ear. The dia- 
stolic gallop murmur, the most im- 
portant one, has a rhythm in 3 
stages, is often very weak and is 
more of a shock than a murmur, 
usually presystolic. 

As a rule it is heard best near the 
apex, maybe in the xiphoid region, 
or along the right edge of the heart. 
It may be permanent or heard only 
| after exertion. 
| This murmur on the right side of 
| the heart indicates right ventricular 
| insufficiency. 
| A gallop murmur may disappear 
| when the ventricular insufficiency 
| reacts to digitalis, but when the 

murmur persists death will occur 
| within a short time. 








| Pautrat, J., LaPresse Medicale, 62:1705, 1954. 


Black Widow Spider Bite 


The clinical picture is fairly uni- 
| form—intense abdominal rigidity 
| and abdominal and back pain. The 
| differential diagnosis involves, pri- 
| marily, a perforated peptic ulcer. 

A good therapeutic test for the 
bite is intravenous calcium glucon- 
| ate. The treatment includes parent- 
eral and oral calcium, opiates, fluids, 
oxygen and antivenom. 





Grayson, R. R., Missouri Med., 52:358-360, 1955. 
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NOT TOO LITTLE... 


Acute Idiopathic Pericarditis 
Simulating Acute Abdominal 
Disease 


Abdominal symptoms may repre- 
sent the only complaint of patients 
with acute idiopathic pericarditis; at 
times so marked as to make the 
diagnosis of abdominal crisis seém 
obvious. Since the disease common- 
ly afflicts those in an age group 
(third and fourth decades) in which 
the incidence of coronary heart dis- 
ease is low, the surgeon might not 
consider an ECG necessary. 

Five of 13 patients with acute 
idiopathic pericarditis complained 
of abdominal pain as their chief 
symptom during the first one to 
three days. In every case the pain 
eventually shifted to the precordial 
region, at which time a pericardial 
friction rub became apparent. 

Acute idiopathic pericarditis 
should be considered in cases of 
possible abdominal disease. 


Read, J. L., et al., J.A.M.A., 157:224-226, 1955. 


Is Biopsy Safe? 


Biopsy is useful in diagnosis. Em- 
ployed carefully and in selected cas- 
es it may do no harm. If used indis- 
criminately, it may spread disease 
and shorten life. Even in patients 
with incurable cancer the surgeon 
has a grave responsibility. His op- 
erations, when they can do no good, 
at least should do no harm. 


Crile, Jr., G., Am. Surgeon, 21:733, 1955. 


Football Hematuria 


Hematuria frequently accom- 
panies participation in football. Mic- 
roscopic bleeding may accompany 
the strenuous physical exertion of 
preseason exercises. A peak in the 


hematuria incidence occurs after 
each football game. There is no ia- 
crease in the postgame hematuria 
rate as the season progresses. Gross 
hematuria was noted in the urine >f 
6 of 37 men followed close y 
throughout the football season -n 
1954. Both the gross and microscop- 
ic bleeding cleared promptly with 
rest. We found no reason to restrict 
activity because of microscopic hem- 
aturia. If such had been carried out 
the entire team evenutally would 
have been benched, for no player 
failed to develop microscopic hema- 
turia. Simiarly, when a single epi- 
sode of gross hematuria subsided to 
microscopic levels wthin 24 to 72 
hours, there seemed to be no harm 
in resumption of full activity. 


Boone, A. W., et al., J.A.M.A., 158:1516-1517, 1955. 


Occurrence of Gastric Cancer 
Among Patients with 
Pernicious Anemia 


Review of 1222 patients with the 
diagnosis of pernicious anemia at 
the Boston City Hospital, including 
658 studied at the Thorndike Me- 
morial Laboratory, confirms previ- 
ous reports of the high prevalence 
of gastric cancer among these pa- 


tients. Depending on the sample [ 


selected, the frequency of gastric 
cancer in the present series varied 
from less than 1% to more than 11%. 
At this hospital 10% of the patients 
with pernicious anemia had gastric 
cancer by the time they died or left 
the clinic (presumably dead). 

This high rate of cancer warrants 
the routine use of screening tests. 
The simplicity and accuracy of gas- 
tric cytology justify consideration of 
its use as a screening adjunct. 


Zamcheck, N., et al, New England J. Med., 252:1103- 
1110, 1955. 
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Coryban-Viterra (Roerig) 
Coryban relieves the symptoms of 
the common cold. It contains salicy- 
lamide, acetophenetidin, caffeine, 
p ophenpyridamine maleate, ascor- 
bc acid and purified hesperidin. Vi- 
terra contains 10 vitamins and 11 
rinerals. Indications: fever, head- 
ache and other discomforts of the 
common cold. Dosage: 2 capsules of 
Coryban at the onset of symptoms. 
One capsule every 4 hours after 
initial dose. One capsule of Viterra 
daily for 30 days. Supplied: bottles 
of 12 Coryban capsules and bottles 
of 30 Viterra capsules. 


Nitretamin (Squibb) 
Nitrate in tablet form (Squibb trie- 
thanolamine trinitrate diphosphate). 
Indications: for use in the preven- 
tion of attacks of angina pectoris. 
Dosage: usually 4 to 5 tablets per 
day. Supplied: bottles of 50 tablets. 


Tropinal Elixir(Chicago Pharmacal) 
An antispasmodic and sedative each 
4 cc. of which contains 8 mg. of 
phenobarbitol and 2.5 mg. of homa- 
tropine methylbromide. Indications: 
gastric ulcer, spastic colon, renal and 
ureteral colic, prostatic cramps, dys- 
menorrhea (due to spasm), and gas- 
trointestinal and genitourinary spas- 
tic states in children. Supplied: bot- 
tles of 4 oz., pint and gallon. 


Cerofort Elixir (White) 
A combination of lysine with thera- 
peutic levels of vitamins B,. and 
thiamine together with other essen- 
tial B vitamins. Indications: for use 
to promote optimal growth through 
adolescence or to maintain the in- 
tegrity of body tissues into old age. 
Dosage: one teaspoonful 3 times a 
day at mealtimes. Supplied: bottles 
of 8 fluid ounces. 


Tetrabon SF (Pfizer) 
Broad-spectrum antibiotic tetra- 
cycline fortified with B complex 
vitamins and vitamins C and K in 
a homogenized mixture in ready- 
mixed form. Indications: infections 
caused by gram-positive and gram- 
negative bacteria. Dosage: orally 
as directed by physician. Supplied: 
bottles of 2 oz. and 1 pint. 


Cordex (Upjohn) 
Each tablet contains prednisolone 
with 300 mg. acetylsalicylic acid to 
effect both anti-inflammatory and 
analgesic action with less _side- 
effects. Indications: mild to moder- 
ate conditions of rheumatoid arth- 
ritis, osteoarthritis, gouty arthritis, 
bursitis, myositis, tenosynovitis, 
fibrositis and neuritis. Dosage: 1 to 
2 tablets four times daily. Supplied: 
bottles of 100, 1000 and 5000 scored 
tablets. 


CLINICAL MEDICINE, January, 1956 79 








Fergon Plus Caplets Improved 

(Winthrop) 
Two Caplets contain 1 gram of 
Fergon (ferrous gluconate), a full 
U.S.P. oral unit of antianemia ac- 
tivity and therapeutic doses of folic 
acid and vitamin C. Indications: 
iron deficiency, macrocytic anemias 
and for use as a dietary supple- 
ment. Dosage: one Caplet daily as 
dietary supplement. Two Caplets 
daily before meals for therapeutic 
dosage. Supplied: bottles of 100 and 
500 Caplets. 


Salimeph-C /Codeine 
(Kremers-Urban) 
A skeletal muscle relaxant con- 
taining 250 mg. salicylamide, 250 
mg. mephenesin and 30 mg. as- 
corbic acid for use where additional 
relief from pain is required. Forti- 
fied with 8 mg. codeine phosphate. 
Indications: . rheumatoid arthritis, 
myositis, torticollis, bursitis, fibro- 
sitis, and sprains and strains ac- 
companied by severe pain. Dosage: 
2 to 4 tablets repeated, if neces- 
sary, every 4 hours. Supplied: bot- 
tles of 100 pink scored tablets. 


Sigmagen (Schering) 
An anti-inflammatory and _ anti- 
rheumatic corticoid-analgesic com- 
pound. Each tablet contains 0.75 
mg. of prednisone, 325 mg. of ace- 
tylsalicylic acid, 20 mg. of ascorbic 
acid and 75 mg. of aluminum hy- 
droxide. Indications: mild cases of 
rheumatoid arthritis, mild cases of 
spondylitis, subacute or interval 
gout, burstitis, myositis, fibrositis 
and neuritis. Dosage: after meals 
and at bedtime as directed by phy- 
sician. Supplied: bottles of 100 and 
1000 tablets. 
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Ascriptin-Rorer (Rorer) 
Each salicylate tablet contains (3 
gm. of acetylsalicylic acid and 0.15 
gm. of maalox-rorer (magnesium 
aluminum hydroxide). Indicatiovs: 
arthritis, rheumatism. Dosage: 1 or 
2 tablets, repeated if required at 3 
or 4 hour intervals. Supplied: bottles 
of 100 and 500. 


Delta-Cortef (Upjohz ) 
Contains prednisolone, a derivative 
of hydrocortisone in 5 mg. tablets. 
Indications: for use in rheumatoid 
arthritis and intractable bronchial 
asthma. Dosage: 1 to 6 tablets daily. 
Supplied: bottles of 30 and 100. 


Aloxed (Chicago Pharmacal) 
Each fluid ounce contains 4% alum- 
inum hydroxide and 5 mg. of ho- 
matropine methylbromide. Indica- 
tions: For use in the relief of pain 
and spasm in gastrointestinal con- 


ditions. Supplied: bottles of 6 oz., 
pint and gallon. 


Prenatal Homagenets (Massengill) 
A homogenized vitamin preparation. 
The oily vitamins are divided into 
microscopic particles, providing a 
finer dispersion of the oil- and wa- 
ter-soluble vitamins. Each Homag- 
enet contains: Vitamin A (Palmi- 
tate), 2,500 Units, Vitamin D,, 250 
Units, Thiamine Hydrochloride, 1 
mg., Riboflavin, 1 mg., Iron Re- 
duced, 10 mg., Calcium Carbonate, 
188 mg., Folic Acid, 0.3 mg., Vitamin 
B,., 2 meg., Ascorbic Acid, 25 mg., 
Nicotinamide, 5 mg., and Pyridox- 
ine Hydrochloride, 1 mg. Indica- 
tions: prophylaxis and treatment of 
multiple vitamin deficiencies. Dos- 
age: 2 Homagenets 3 times daily. 
Supplied: bottles of 100 Homagenets 
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THERAPEUTIC TRENDS 


Topical Analgesia for 
the Urethra 


Xylocaine® gel, 2%, is supplied 
in 15 ec. tubes for urethral applica- 
tion. The total quantity of xylocaine 
in one pack is 300 mg., and less than 
a total dose can be expressed. 

Xylocaine gel was administered to 
150 patients from 16 to 84 years, for 
a variety of periurethral instrumen- 
tations, with good results and no 
toxic reactions. 

The nozzle is screwed on the end 
of the tube of gel and a small 
amount squeezed beyond the tip to 
lubricate the nozzle. The penis is 
cleaned, the nozzle inserted, con- 
tents of tube expressed gently into 
the urethra. As nozzle is removed, 
penis is compressed with a penile 
clamp or rubber band to prevent 
leakage. The gel is massaged gently 
into the posterior urethra and in 10 
to 15 min. the operation is proceed- 
ed with. 

For Females—A throat swab with 
enough wool to cover the terminal 
1 to 1% in. is dipped in xylocaine gel 
which has been expressed into a 
dish. The genitals are cleaned, and 
the prepared swab is inserted into 
the urethra and kept there for 10 
minutes. 


Bryce-Smith, R., Brit. M. J. 4911:462, 1955. 


Treatment of Amebiasis 


Treatment of intestinal amebiasis 
with Erythromycin and Mantomide 
compound proved more effective in 
eradicating symptoms of the disease 
than other combinations of drugs 
tested. Mantomide and Erythromy- 
cin had a combined efficiency of 
96.2%. None of the group exhibited 
side effects. A recurrence rate of 
only 3.8% was noted. 


McHardy, G., et. al., Antibiotics Ann., 863, 1955. 


Surgery For Cervical Rib and 
Scalenus Anticus Syndrome 


If the patient has symptoms 
caused by a cervical rib, conserva- 
tive treatment does not afford re- 
lief. The scalenus anterior muscle 
should be cut and the cervical rib 
removed. When symptoms are 
thought to be due to scalenus-anti- 
cus syndrome without cervical rib, 
psychiatric treatment is first indicat- 
ed. If the patient with scalenus-an- 
ticus syndrome fails to respond to 
conservative treatment, operation 
may be justified. Any surgical pro- 
cedure should include thorough ex- 
ploration of the brachial plexus, 
with removal of the structure that 
is compressing the neurovascular 
bundle. 


Raaf, J., J.A.M.A., 157:219, 1955. 
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Effect of Dehydrocholic Acid on 
Excretion and Concentration of 
Oxytetracycline and Tetracycline 
in Bile 


Dehydrocholic acid has _ been 
shown to be a powerful choleretic 
used to aid the removal of small 
stones and debris from the biliary 
tract. Since it might be administered 
in cases in which antibiotics are 
given at the same time to overcome 
infection in the bile ducts, it was 
decided to determine what effect 
this choleretic has on the excretion 
and concentration of some antibi- 
otics in the bile. 

In the invitro experiment in which 
the sodium salt of dehydrocholic 
acid was mixed with the antibiotic, 
it did not interfere with the effec- 
tiveness of the antibiotic. 


Zaslow, J., et al., Antibiotic Med., 1:151-152, 1955. 


Mechanism of Increased Intra- 


cranial Pressure Induced by 
Morphine 


The results support the hypothesis 
that the increase in intracranial 
pressure produced by morphine is 
the result of an increase in arterial 
carbon dioxide tension, with its con- 
sequent rise in cerebral blood flow, 
secondary to a decrease in pulmon- 
ary ventilation. 

The elevation of cerebrospinal- 
fluid pressure produced by mor- 
phine can be abolished by nalor- 
phine or hyperventilation. 

The evidence for the efficacy of 
nalorphine in lowering the cerebro- 
spinal-fluid pressure after its eleva- 
tion by morphine suggests its trial 
under clinical circumstances as an 
antagonist to this sometimes danger- 
ous morphine effect. 


Keats, A. S., et al., New England J. Med., 252:1110- 
1113, 1955. 
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Levophed and Neo-synephrine 
Successful in Surgical Shock 


Fifty patients in surgical or neuro- 
genic shock were treated with Levo- 
phed or Neo-synephrine or both. Al] 
of the 30 given Levophed intraven- 
ously showed a substantial pressor 
effect. In 28 of the 30, transfusicns, 
oxygen, intramuscular vasopress rs 
and other supportive measures were 
administered prior to Levophed. The 
latter was given immediately in ‘he 
remaining 2 cases because shock 
was profound. 

All but 5 of 20 patients in surgical 
shock given Neo-synephrine showed 
satisfactory pressor responses. To 
each of the remaining 5, Levophed 
was given and response was prompt 
and adequate. After several hours, 
Neo-synephrine was resumed and 
maintained blood pressure at ade- 
quate levels. 


Welch, J. W., Am. J. Surg., 88:922, 1954. 


Therapy of Virilizing Adrenal 
Hyperplasia With Hydrocortisone 


The use of cortisone therapy of 
adrenal hyperplasia with virilism is 
one of the most gratifying experi- 
ences in medicine. It enables one to 
convert a virilized, amenorrheic, 
sterile woman into a woman poten- 
tially capable of conception. Prior to 
the present, the best therapy avail- 
able appeared to be the intramuscu- 
lar injection of cortisone acetate 2 
or 3 times a week. 

A new modification of the current 
method is that therapy be started 
with 250 mg. of hydrocortisone ace- 
tate given intramuscularly once 
weekly. After the attainment of 
clinical and laboratory remission, 
the injections can be spaced at wider 
intervals. 


Segaloff, A., et al., J.A.M.A., 157:1479-1481, 1955. 
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Extra pounds mean extra work for the heart. Help your patients 
avoid heart stress by early control of body weight. It’s never too 
early to practice weight control ... but it may one day be too late. 


Insurance statistics indicate that obesity is 
associated with a high mortality rate from 
cardiovascular-renal diseases. Regaining 
and/or maintaining normal weight is a 
physiological necessity for the heart 
patient. 

Medically supervised research on weight 
reduction shows active, overweight adults 
losing 1144 to 2 pounds per week on a diet 
of appetizing meals featuring a variety of 
foods which provide all nutrient needs 
except calories—and which also satisfy 
hunger! Persons on such diets maintained 
pep and a sense of well-being, reported no 
hunger pangs . . . but shed excess pounds. 

These diets contain approximately equal 
weights of protein, fat, and carbohydrate. 
Fat combined with protein in a meal delays 
hunger—for it reduces stomach motility 
and gastric juice secretion, promotes slower 
digestion and makes possible a more grad- 
ual absorption of nutrients. 


The foods included in these diets provide 
all essential nutrients in amounts recom- 
mended for adults. Only calories are in 
deficit. Dairy foods are an important fea- 
ture of these meals because of their high 
proportion of nutrients in relation to the 
calories they provide. Their taste appeal 
and variety make the diet easy to follow 
until the desired weight is lost. 

Doctors! Send for the convenient leaflet 
and diet instruction sheets containing 
menus for three full meals a day for an 
entire week. Diets at two moderately low 
calorie levels are included. These diet in- 
structions will be useful even where a 
person may require a different calorie level 
for weight loss. For such individuals, the 
physician can suggest desired modification, 
retaining the basic diet plan. 

These materials are yours on request— 
without cost or obligation. Simply fill out 
the coupon below and mail it today. 


NATIONAL DAIRY COUNCIL 


Y-1 


Since 1915 . . . promoting better health through nutrition research and education. 


111 N. Canal Street, Chicago 6, Illinois. 


Please send me, without cost or obligation, a pad of diet instruction sheets and leaflet on weight reduction. 
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Paraldehyde 

No other sedative has so great a 
margin of safety between therapeu- 
tic and toxic doses. It produces vir. 
tually no “hangover.” Respiratory 
and cardiac depression are neg ig- 
ible even with extremely high d>s- 
es. Despite these and other adv.in- 
tages, it is not widely used, mainly 
because of its disagreeable odor and 
taste. 

Its rapid action and the safety of 
repeated doses, make it valuable in 
quieting the acutely disturbed psy- 
chotic. Unlike the barbiturates, it 
rarely induces excited states. There 
is little cumulative effect even from 
large doses used over many weeks. 

In toxic psychosis—delirium trem- § 
ens, barbiturate toxicity, bromide 
delirium, postoperative toxic delir- 
ium, or other related deliria—paral- 
dehyde is a wise choice in most in- 
stances where sedation is necessary. 
Give in doses large enough to insure 
sleep. Paraldehyde acts well for eld- 
erly patients who often tolerate bar- 
biturates poorly. 

The usual dose is 8 to 12 cc. (2 to 
3 drams), 20 to 30 cc. can be given 
with complete safety. Orally it may 
be mixed with milk, fruit juice, or 
wine, or poured over cracked ice, 
or layered over a generous amount 
of water, taking it all down rapidly, 
and using the water as a chaser. 
When given rectally, paraldehyde is 
better mixed with 1 or 2 parts of 
olive (cotton-seed) oil. 

Impairment of liver function 
would contraindicate its use; also 
severe bronchopulmonary disease. 
Morphine and paraldehyde should 
not be used together. Unlike chlor- 
al hydrate, paraldehyde may be ad- 
ministered to patients with severe 
renal disease. 


























Psychiatric Bull., 5:1, 1954-55. 





NICOZOL 

relieves mental confusion and 
deterioration, mild memory defects and 
abnormal behavior patterns. 


WICOZOL| (br swilh pchoss 


REHABILITATION and RELEASE 
from public and private psychiatric 
institutions for the mildly confused and 
mildly deteriorated aged patients may 
be accomplished by treatment with 

the NICOZOL formula.! 


NICOZOL IS SUPPLIED 
in capsule and elixir forms. 

Each capsule or %4 teaspoonful 
of elixir contains: 
Pentylenetetrazol __—. 100 mg., 
Nicotinic acid 50 mg. 


Mail Coupon for Free NICOZOL 

Drug Specialties, Inc. 

?. O. Box 830, Winston-Salem, N. C. | 

Kindly send me professional sample of NICOZOL Capsules, | 
| 


d 1.Levy, S. J.A.M.A.153:1260,1953 


DRUG 
SPECIALTIE 
INC, 


WINSTON-SALEM, N.C 


ethical | pharmaceuticals 


Sole Distributors in California, The Brown Pharmaceutical Co., Los Angeles 


also literature on NICOZOL for senile Psychoses. 





FOLBESYN 


VITAMINS LEDERLE 


COMPLEX 


a 
er 


Separate packaging of dry 


vitamins and diluent (mixed 
immediately before injection) 
assures the patient a more 
effective dose. May also be 
added to standard IV solutions. 


Dosage: 2 cc. daily. 


Each 2 cc. dose contains: 


Thiamine HCI (B,) 10 mg. 
Riboflavin (B,) 10 mg. 
Niacinamide 50 meg. 
Pyridoxine HCI (B,) 5 meg. 
Sodium Pantothenate 10 mg. 
Ascorbic Acid (C) 300 mg. 
Vitamin Biz 15 mcgm. 
Folic Acid 3 mg. 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid coma vy 
PEARL RIVER, NEW YORK 


Srea S. PAT. OFF 
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Staphylococcal Infections in 
General Practice 


Eighty-one patients with boils and 
styes were studied, of which 40% of 
the patients were between 5 and 19 
years, 50% in the 20-44 years age- 
group. 

The eyelids, arms, face, and nse 
were the most common sites for 
boils. Of 113 strains of staphylocccci 
obtained from the pus of boils and 
styes, 96 (85%) could be phauze- 
typed. 

The preponderance of Group II 
strains among the penicillin sensitive 
staphylococci has been confirmed. 
Of the cases in this series, 20% had 
recurrence of infection after one to 
24 months of the original pattern of 
staphylococcus. 

Of 93 strains of staphylococci from 
the pus of boils and styes 23% were 
penicillin-resistant, mainly in Group 
I or such as were insusceptible to 
phage-typing. 

Roodyn, L., Brit. M. J., 4900:1322-1325, 1954. 


An Antidepressant in the Control 
Of Nausea and Vomiting 
Of Pregnancy 


Dexamyl® administered 30 min. 
a.c. to 86 women during the first 
trimester of pregnancy invigorated 
the patient without nervous excite- 
ment, decreased appetite, and al- 
layed depression. 

Nausea and vomiting of early 
pregnancy is a symptom-complex 
without demonstrable underlying 
pathology. Dexamyl was 85% ef- 
fective in its control. It exhibited 
merit in suppressing the appetite 
and creating a sense of well-being, 
without the side-effect of nervous 
excitation. 





Craig, P. E., J. Oklahoma M. A., 48:38-42, 1955. 
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TO THE 50,000 PHYSICIANS DOING CERVIX CONIZATION IN OFFICE AND HOSPITAL 


announcing the 


new Birtcher 


SURGICAL PISTOL 


for electro-surgical 
cervix conization 


2 Welch-Allen #3 
lamps give a perfect- 
ly illuminated field. 


Over 360° uninter- 
rupted rotation with 
each pull of the 
trigger. 


Comfortable grip for 
completely stable 
one-hand operation. 


Operates with any make or model of 
short-wave diathermy or electro-surgical 
machine providing a cutting current. 


The Birtcher Surgical Pistol offers surgical accuracy, less operating time, less strain on 
surgeon and patient. Since the Pistol is operated with one hand, the other is free for 
other instrumentation. Because of the delicate touch of the instrument, the surgeon 
retains his surgical “feel:’ The greater stability and control results in smooth, uniform 
excisions with no ragged tissue as a possible site for post-operative infection. Two built-in 
lights give a perfectly illuminated field. 


No. 756 Birtcher Surgical Pistol 
Set complete with 2 lamps, 4 
Hawkins Electrodes and con- 
necting cord is priced at $65.00. 
When ordering, specify make and 
model of electro-surgical unit or 
short wave diathermy. 


2 excellent reprints on cervix 
conization will be sent on 
request. 


THE BIRTCHER CORPORATION 
LOS ANGELES 32, CALIFORNIA 


Send me literature on the new Birtcher Surgical Pistol 
for Cervix Conization and Cervix Conization reprints. 


CM-1-56 
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About Anticoagulant Therapy 


A clinical study indicates that af- 
ter recovery from the acute phase of 
myocardial infarction, long-term, 
continuous anticoagulant therapy 
reduces the mortality and incidence 
of infarction. 

Eighty-two patients who received 
anticoagulant therapy continuously 
for periods ranging from 3 to 76 
months were designated the “long- 
term group.” Eighty-eight patients 
received anticoagulant therapy only 
during the acute phase of the attack 
or during subsequent attacks; desig- 
nated the “short-term group,” they 
served as controls. 

Dicumarol and phenylindanedione 
were the oral anticoagulants most 
commonly used. During mainten- 
ance therapy hemorrhage occurred 
in 12 patients, but was severe in 
only one. 


Deaths in the long-term group 
totaled 6 (7.3%), in the short-term 
group 29 (33%). Excepting patients 
in whom myocardial infarction ~vas 
mild, the difference in mortality was 
more striking—9.0 and 46.7%, re. 
pectively. 

Subsequently myocardial inferc- 
tion occurred more frequently in he 
long-term group (7 patients) than in 
the short-term group (24 patients), 
but the number of resulting dea hs 
did not differ significantly. Subse- 
quent cardiac failure occurred w_-th 
equal frequency in the 2 groups. 
Mortality was much lower in those 
receiving anticoagulants. After the 
initial attack, the incidence of an- 
gina was the same in the 2 groups, 
but more long-term patients event- 
ually were relieved. 


ome, M. M., et al., The Heart Bulletin, 3:115, 
1954. 





ora ‘Metrazol 


— to help the geriatric patient with early or 
advanced signs of mental confusion attain a 
more optimistic outlook on life, to be more 
cooperative and alert, often with improve- 
ment in appetite and sleep pattern. 
Metrazol, a centrally acting stimulant, in- 
creases respiratory and circulatory efficiency 
=e over-excitation or hypertensive 
effect. 
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Dose: 114 to $ grains, 1 or 2 teaspoonfuls Liquidum, 
or the tablets, every three or four ny 


Metrazol tablets, 114 grs. (100 mg.) each. Metrazol Liquidum, a wine-like flavored 15 
cent alcoholic elixir containing 100 mg. Metrazol and 1 mg. thiamine HCI per esospoonlal. 


Metrazol®, brand of pentylenetetrazol, a product of E. Bilhuber, Ine. 
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BOOK REVIEWS 


Concer Cells 


... by E. V. Cowdry, Director 
W:rnse Cancer Research Labora- 
tory, Washington University, St. 
Louis. Illustrated. W. B. Saunders 
Company, Philadelphia, London. 
1955. $16.00 


{t is realized that information on 
cancer cells increases much more 
rapidly than it can be digested, and 
that cancer specialists view the ter- 
rible behavior of cancer cells in 
terms of their own experience. In 
most cases no attempt is made to 
decide priority. It is recognized that 
in many instances discoveries and 
advances are the result of the labor 
of long lines of investigators. Here 
we have the present knowledge of 
cancer presented in an orderly man- 
ner and in readable form. 


Office Procedures 


by Paul Williamson, M.D. Illus- 
trated. W. B. Saunders Company, 
Philadelphia, London. 1955. $12.50 


The book will encourage nonspec- 
ialists to make better examinations, 
and to carry out many curative pro- 
cedures that they would not other- 
wise use, to the great advantage of 
the G.P. and his patients. 


Michael Servetus: A Translation 
Of His Geographical, Medical 
And Astrological Writings with 
Introductions and Notes 


by Charles Donald O’Malley, 
Stanford University. American Phil- 
osophical Society, Independence 
Square, Philadelphia. 1953. $3.00 


Every doctor should learn about 
this ancient brother who was histor- 
ian, cleric and physician, and who 
suffered a martyr’s death at the 
hands of Ecclesiastics who differed 
in kind and degree from him in Pro- 
testantism. 


The Quantitative Analysis of Drugs 


by D. C. Garratt, B.Sc., Ph.D., 
F.R.I.C., Second edition, revised and 
enlarged. Philosophical Library, Inc., 
15 E. 40th St., New York 16, N. Y. 
1955. $17.50 


The intention of the present vol- 
ume is to continue to survey com- 
prehensively all medicinal drugs and 
their pharmaceutical preparation. 
Certainly few physicians are compe- 
tent to pass on the virtues of this 
book, and of those few this reviewer 
is not one. The high rank of the 
author is an earnest of the value of 
the book for those in this circum- 
scribed field. 
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Textbook of Occupational 
Therapy, With Chief Reference 
to Psychological Medicine 


by Eamon N. M. O’Sullivan, B.A., 
M.B., D.P.M., Philosophical Library, 
Inc., 15 East 40th Street, New York 
16, N. Y. $10.00. 


This book outlines the history of 
the development of this means of 
treatment and covers in much detail 
the underlying principles, its objects 
and advantages. Chapters are de- 
voted to presentation of the means 
of developing and organizing such a 
hospital department, detailing the 
role of each of the personnel. The 
general division is into Handicraft 
Therapy, Recreational Therapy, and 
Re-educational Therapy, with a 
general analysis of the subsections 
in each including a special chapter 
on the business side of the treat- 
ment. 


Textbook of Endocrinology 


... edited by Robert H. Willi 
M.D. Contributions by Wm. H. 
Daughaday, Peter H. Forsham, Har- 
ry B. Friedgood, John E. Howard, 
Edward C. Reifenstein, Jr., Wm. W. 
Scott, George Van C. Smith, Gecrge 
W. Thorn, Lawson Wilkins, wd 
Robert H. Williams. Second edit'on, 
with 175 illustrations. W. B. Saun- 
ders Company, Philadelphia. Lon- 
don. 1955. $13.00 

The influence of the endocrine 
glands on physiological and patho- 
logical processes can hardly be ex- 
aggerated. This being so, no knowl- 
edge can be more important to the 
doctor than that to be found in a 
good textbook of endocrinology. 
Such a textbook is that written by 
ten of the foremost authorities in re- 
search and clinical endocrinology, 
and edited by still another having 
these high qualifications. 


Trasentine-Phenobarbital 


integrated relief... 
mild sedation 
visceral spasmolysis 
mucosal analgesia 


Cisa 
Summit, N. J. 


242226" 


CLINICAL MEDICINE, 


TABLETS (yellow, coated), 
each containing 50 mg. 
Trasentine® hydrochloride 
(adiphenine hydrochloride CIBA) 
and 20 mg. phenobarbital. 


January, 1956 





